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A DESCRIPTION OF THE TYPE OF FACIES 
FOUND IN CASES OF ULCER OF THE 
STOMACH AND DUODENUM 
B. StensBuck, M.D. 

Adjunct Attending Surgeon, Mount Sinai Hospital,* 

New York City 
The study and description of facies in disease is 
very interesting and very much neglected. This neg- 
lect is probably due to our eagerness in the examina- 
tion of the patient to lay hands immediately upon the 
point of greatest resistance and to pass rapidly over 
one of the cardinal divisions of physical examina- 


Fig. 1. An “ideal” facies, combining all the characteristic features. 
The dominant wedge-like jaw is emphasized in A, and the hexagonal 
outline of nasolabial folds and chin delineated in B. 


tion, that is, inspection. To most of us facies in 
disease is known in a vague sort of way. It was 
understood better by the good clinicians of the old 
school than by the present generation. It is a sub- 
ject that deserves a volume in itself, but the literature 
reveals only a few, for the most part inadequate, de- 
scriptions. 

A description of the facies in cases of gastric and 
duodenal ulcer has been made by others, not only 
by means of anthropometric measurements, but also 
clinically. I do not believe anthropometric measure- 
Ments are of great value to the average physician, 
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since they concern merely units of measurement, and 
comparisons between various measurements of the 
face and head. They are of definite academic value, 
but the clinically useful method of obtaining an im- 
pression of the character of the facies, is not by an 
analysis of figures, but by an analysis of form of 
features; not with a tape measure, but with the eye. 
Only in this way will observations be of value as an 
aid in the ordinary physical examination of ‘the pa- 
tient. Clinically the analysis of the form of facial 
features in ulcer cases has been made but it has dif- 
fered radically from the impression I have gained in 
a study of patients in the wards of Drs. N. E. Brill, 


/ 


Fig. 2. This outline represents the type of facies usually described 
as characteristic but which I have not observed. 


E. Libman and A. A. Berg at Mount Sinai Hospital 
during the past three years. Kretschmer, in Ger- 
many, and his pupils, notably Riidiger Tscherning, 
have made observations and many measurements. 
Their measurements are recorded, but reading them 
conjures up no picture of a face. They believe that 
the face is of a definite type, as follows: long; with 
a nose of a very outspoken type, bird-like; chin well 
modelled, tending more to be pointed than broad; 
more or less shining eyes lying almost always under 
the protection of arched brows; and, in old patients, 
a marked nasolabial fold. This is a picture of a 
rather esthetic and asthenic face, with length of line, 
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deep-set eyes, and tapering chin, and this in general 
is the usual conception of those who have described 
the facies in gastric and duodenal ulcer. Here and 
there, other points have been noted, for example, 
emaciation and its concomitant high cheek bones. 
This picture is diametrically opposed to that which 
I would draw and has in common with it only the 
emaciation and the arched eyebrows and high cheek 


Fig. 3. An emaciated asthenic patient who nevertheless exhibits a 
firm chin and prominent masseters. 


bones, which depend largely on emaciation for their 
formation. The description that I shall present is a 
composite one of the characteristic features, and not 
necessarily of any one patient. It will be of male 
adults actively suffering from ulcer as corroborated 
by roentgenogram and operation. The infrequent 
occurrence of ulcer in females and the fact that the 
female face seldom, as compared with man, arrang- 
es itself in lines and folds, has made it impossible 
for me to study the facies in women. I have found, 
then, in the ward patients, in cases of ulcer of the 
gastro-duodenal tract: 

(1) That the general form of the face is not, as 
usually described, long and narrow and weak, but is 
rugged and represents apparently undeniable firm- 
ness. The lines are not gracefully rounded, but are 
straight and almost cruel in their fixity, the curves 
having been replaced by sharp angles. The sleek 


duodenal ulcer facies described by Moynihan may bé* 
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' formation of the normal mouth is lacking. The get 


observed about once in fifty cases. The average face 
in health is as if molded in plaster—characteristics 
are broad, the general contour is ‘smooth,- and ‘the 
surface coloring may vary in different parts of the 
face. The facies in cases of ulcer, on the contrary, 
is as if modelled roughly in clay with the thumb and 
as if no attempt had been made to make smooth the 
edges. The resemblance to clay lies also in the ap. 
parently lifeless texture of the skin which, whether 


Fig. 4. The edema is well shown in the nasolabial fold and in the 
chin and jowls. Note the huge chin, the wide straight mouth, and 
the marked ‘“‘hexagon.”’ 


pale or ruddy, is uniform, lacking the. variation in 
complexion that may be found in health. 

(2) The forehead is low and broad, and when 
wrinkled, in spite of emaciation, the skin is thrown 
into. thick heavy folds, due to its thickness and lack 
of elasticity. 

(3) The eyes appear small under the heavy brows 
and supraorbital ridges and they glisten from the 
depths. This appearance depends upon general 
emaciation as well as the thickened ridges. 

(4) The nose is straight and of variable length. It 
is not prominent. | 

(5) The ears are large and protrude from the 
head perceptibly. They are not nicely molded, not 
more or less oval in shape, but are round and lack 
well-defined marking and lobules. The deformity 
and position of the ears are not merely apparent, 
because of emaciation of the face, but are real. 

(6) The mouth is very broad. The lips are this 
and as if firmly pressed together. The cupid’s bow 


Avcust, 1924 


Vol. 


straig 
whil 
char 
wou 
(§ 
orly. 
of a 
is m 
the 
renc 
eats 


era 
ele 
| evic 
and 
ver 
% 
| facie 
Mass 
ti 


IST, 1924 


Ze face 
eristics 
nd ‘the 
of the 
ntrary, 
nb and 
Oth the 
the ap- 
vhether 


nd in the 
outh, and 


tion in 


1 when 
thrown 
nd lack 


brows 
om the 
general 


gth. It 


om the 
ed, not 
nd lack 
formity 
yparent, 

re thin 
1’s bow 
he get 


You. X -XVII, Nc 5 


eral impression is of a straight line, broken only at 
either end by a slight downward curve. 

(7) The chin is big in all dimensions; or bigness 
in width, or length, or thickness alone, may be in 
evidence. Jt is one of the most characteristic fea- 
tures. Those who have described the ulcer facies 
have said that the nose is the prominent feature, 
and have even applied the word “Noseface” (Nasen- 
gesicht) to it. “Bird-chin” (Vogelkinn) is also a 
very common term. A bird, of course, has no chin, 


Fig. 5. The big chin, the well marked “hexagon,” and the wide 
straight mouth are well demonstrated in this picture. 


while I have observed the chin to be such a striking 
characteristic, that I believe “‘chin”- or “jaw-face” 
would be most appropriate. 

(8) The jaw bones are widely separated anteri- 
orly, and posteriorily as well, giving the impression 
of a large, blunt, wedge. 

(9) The separation of the jaw bones posteriorly 
is made even more apparent because of the fact that 
the masseter muscles are prominent. This promi- 
rence of the masseters is strange in a patient who 
eats little, and chews less, living as he does, as a rule, 
on a soft and fluid diet. In other types of emaciated 
facies, in pulmonary tuberculosis for example, the 
masseters do not remain firm and prominent but are 
flabby and small as a part of general wasting. 

(10) The infraorbital ridges are prominent, due 
to emaciation, and give the impression that the pa- 
tient has high cheek bones which are really only 
relatively high. 

(11) The nasolabial fold is a most important 
feature. It is not represented by a mere cleft, but 
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it is a substantial cord-like structure, strung like a 
piece of molding on the face, so distinct that it may 
be grasped and rolled under the fingers, indeed, may 
even be pendulous. It does not taper down as it 
approaches the corner of the mouth but broadens 
abruptly to form a small nipple-like protuberance. 
A large fold is occasionally found on the cheeks 
which only on close observation may be distinguished 
from a true nasolabial fold. This, however, is fur- 
ther back on the cheek and descends lower than the 


Fig. 6. A characteristic facies except for the exceptionally well 
modelled lips. 


level of the lip. 

(12) The complexion varies considerably. A 
mildly ruddy face is common, but a pallor in the 
quite extreme cases or in hemorrhage is the rule. 
Dr. Berg has noted an edema of the forehead as a 
consistent occurrence in ulcer patients who are ailing. 
This edema accounts for the thick ridges that form 
when the forehead is wrinkled and for the large 
supraorbital ridges. It is an elastic and not a pitting 
edema. I have found it also on the cheeks, where 
it accounts for the well-marked and pendulous naso- 
labial fold and nipple-like protuberance at the cor- 
ner of the mouth. The etiology of this edema is 
conjectural; possibly it is due to nutritional disor- 
ders or to internal secretory gland disturbance since 
it is comparable in a way to the skin in myxedema. 

A hexagonal figure is formed by the nasolabial 
folds, the chin and the nose as I have indicated in 
figure 1. This forms a literal and figurative key- 
stone of the ulcer facies. The sides formed by the 
lower border of the chin and by the nasolabial folds 
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are the most prominent. The hexagon is bisected 
horizontally by the straight wide line of the mouth, 
and is frequently so well marked that the observers 
attention will be focussed on this portion of the face 
to the exclusion of the remainder. ; 
Almost all my observations have been in Jewish 
patients. Almost to a man the ulcer patients have 
had straight noses, comparatively thin lips, and big 


Fig. 7. The mouth and jaw are typical but the nasolabial fold and 
the edematous texture of the skin, which were present, cannot be 
observed in the photograph. 


firm jaws. This nearly universal prevalence of non- 
racial characteristics is extraordinary. It suggests an 
underlying determining influence which is strong 
enough to overcome hereditary characteristics. 

If, now, one view the face as a whole, he will find 
no esthetic, weak countenance but rather the face of 
a fighter, a face which, through persistent severe 
pain and discomfort and self-denial (which is the 
lot of ulcer patients), has been modelled into this 
definite mask that lacks softness and mobility. It 
shows undernourishment. It does not reveal what- 
ever sensitiveness or emotional capabilities the pa- 
tient may have, for the supple lines usually formed 
by the muscles of the face have been ironed out by 
an edema. Whatever intellectual prowess the patient 
may possess is not shown in the face. 

I have described the features in the disease at its 
height. The intensity of these signs runs parallel 
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with the acuteness of the disease and does not depend 
upon the mere chronicity or the duration of the ill- 
ness. With the periodic cessation of; symptoms, or 
after successful operative intervention, the facies 
changes strikingly, due in greatest part to better 
nourishment and to the disappearance of the edema. 

Is this characteristic facies in gastric and duodenal 
ulcer cases cause or effect, so to speak? That is, 
what is the relation of this facies to ulcer? Is the 
man with this type of facial architecture more liable 


Fiz. 8. In this patient the nasolabial fold was so well marked that 
it was actually pendulous and ended in a nipple like protrusion at 
‘le corners of the mouth, The skin of the face is thick, the mouth 
is wide and thin, and the jaw. is big. 
to ulcer because of some disturbance which also de- 
term.nes that architecture? This is a field for 
speculation. 

In medicine seldom is a symptom or group of 
symptoms definitely diagnostic of a disease. For ex- 
ample, pain in the right lower abdominal quadrant, 
even pain, tenderness, and muscular rigidity do not 
necessarily mean appendicitis but a diagnosis is 
certainly arrived at by a consideration of these 
signs. Just so, the facies I have described is not 
necessarily diagnostic of gastric or duodenal ulcer 
but it furnishes a distinct aid. 

I have presented the salient features briefly be- 
cause this clinical entity may be appreciated not s0 
well by description as by observation of these fe 
tures in the patient. After observation of the facies 


of many ulcer patients with attention to the several 
characteristics that I have pointed out, it has been 


possible in 90% of the cases to distinguish the ulcer 
patients from those suffering from other ailments. 


That is, one who had learned to know the facies 


may in a general medical ward pick out with great 
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certainty the patients suffering from ulcer of the 
gastrointestinal tract. Though the facies may be an 
actual diagnosti¢ sign, I do not propose it as such but 
as a new and cardinal sign of gastric and duodenal 
ulcer to rank with the classic signs of those diseases. 
17 WEST 7IST STREET. 


ANESTHESIA DEATHS: SOME AVOIDABLE 
CAUSES 


J. F. Batpwin, M.D., F.A.C.S. 
Surgeon to Grant Hospital, etc. 
CotumsBus, OHIO 

For many years there have appeared from time to 
tirae estimates of the relative fatality rate of differ- 
ent anesthetic agents, but seldom or never does a 
report appear of an anesthesia death with such detail 
as to let one form any idea of the real cause of the 
fa‘ality. 

At the meeting of the American Medical Asso- 
ction in St. Louis, in 1922, Dr. Moses Salzer, the 
leading anesthetist of Cincinnati, presented a paper 
before the Surgical Section in which he advised the 
employment of what he called “part-time anesthet- 
ists,” that is, physicians who would arrange their 
affairs so as to give anesthetics in the forenoon, and 
attend to their patients in the afternoon and evening. 
The following sentence appears in his paper : ““Anes- 
thesia as a specialty has no future, if it is to become 
the resting place of the lazy, the incompetent, and 
the single-track mind.” 

This paper: was discussed by Dr. Black, the well 
known surgeon of Pueblo, who spoke as follows: 
“Statements have been made which should not go 
unchallenged. There is usually no time in the course 
of an illness when the surgical patient has a greater 
sense of dread and fear than is experienced at the 
thought of an approaching anesthesia. Therefore, 
all must agree that the best is that which is most 
comforting and to the greatest extent serves the 
patient’s welfare. At a clinic recently, I especially 
noted two anesthesias. One was administered by a 
physician, presumably a trained anesthetist, the 
other by a professional nurse trained in the art of 
anesthesia. In the first case there was a period of 
three and a half minutes, after my attention was 
called to him, in which the anesthetist did not take 
his eye off the operative field, or give his patient the 
least attention; and how much longer it had been 
since he had ceased to be an anesthetist and become 
a spectator, I do not know. In the second case, no 
more serious and no less interesting than the first, 
the anesthetist’s. attention was not to the slightest 
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degree diverted for a moment from her charge. Un- 
der which of these anesthetists would we prefer to 
place ourselves or our patients? The employment 
of trained, skillful nurses to administer anesthesia is 
not a question of commercialism but one of service. 
You cannot accuse Deaver, Crile, and the Mayos of 
commercialism. You cannot say that they are not 
giving their patients the best, because they are; and 
one who follows their lead in the employment of the 
skilled, expert, sympathetic nurse anesthetist will 
give his patient the most confidence and best service.” 

Some three years ago, the President of the Ohio 
State Medical Association appointed a special com- 
mittee to study anesthesia problems. He appointed 
three surgeons representing the different parts of 
the State, all of them ex-presidents of the .State 
society, namely, Drs. W. E. Lower, of Cleveland; 
E. O. Smith, of Cincinnati, and the writer. This 
committee met and with great care prepared ques- 
tionnaires which were sent to the larger hospitals of 
the country and to 500 representative members of 
the American College of Surgeons. The question- 
naires were so worded as to give no idea of the 
views of any members of the committee, and were 
distributed as uniformly as possible throughout the 
country. A little later the committee tabulated the 
replies, and we were all surprised to find what a 
large number of surgeons and hospitals were regu- 
larly employing the nurse anesthetist, and how pro- 
nounced they were in their praises of the efficiency of 
her services. Studying the different hospitals we 
found that many of the largest ones were thus em- 
ploying the nurse, as were also many of the leading 
surgeons, including the Mayos, Crile, Deaver and 
many others. Furthermore, it was evident that these 
surgeons and hospitals could be actuated only by a 
desire to secure the highest service for their patients. 

If Dr. Black had extended his field of observa- 
tion far enough, and particularly among anesthetists 
who use machinery in their work so that the anes- 
thetic is given automatically, the anesthetist himself 
simply seeing that the reservoir is kept full, he 
would undoubtedly have seen very much of the 
“spectator” among the anesthetists observed. Even 
perhaps, if the case was uninteresting, he might have 
seen the anesthetist drop into a peaceful slumber, to 
be awakened only by the crash of his machinery on 
the floor. 

The Ohio legislature at its last session had a bill 
before it the object of which was to outlaw the nurse 
anesthetist. This bill was supported by some anes- 
thetists who had apparently despaired of getting rid 
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of the nurse by open competition, and were thus try- 
ing to get rid of her by indirection. 

For a good many years I had strongly opposed the 
nurse anesthetist, and had insisted on employing 
only physicians, but during the war it became impos- 
sible to secure physicians for this purpose and ac- 
cordingly a trained nurse was secured from the Post- 
Graduate School of New York. Her services were 
accepted with many misgivings but it was soon evi- 
dent that she was thoroughly competent. Her un- 
‘ timely death resulted in a second anesthetist being 
obtained from the same source, and she too was 
found entirely satisfactory. A third was also secured 
later, so that I have now had several years experi- 
ence with a specially trained graduate nurse, and that 
experience has been in every respect entirely satis- 
factory. It was natural, therefore, that I should be 
strongly opposed to the passage of any law in Ohio 
which would prevent the employment of such anes- 
‘thetists, and in preparing to oppose the bill alluded 
to I went over my anesthesia deaths. 

I have had altogether thirteen such deaths. Three 
of these were from nitrous oxide-oxygen, and were 
reported in full in the New York Medical Record, 
July 29, 1916. 

Case 1. Hysterectomy for fibroid; middle-aged 
colored woman. Anesthetist, a recent graduate. A. 
C. E. mixture. Death took place toward the close 
of the operation, but was not recognized until the 
patient was returned to the ward. Dr. R. B. Hall, 
of Cincinnati, was present and noticed the death at 
the time, but he did not call attention to it as he 
“did not wish to interrupt the operation.” 

Case 2. Urethral caruncle; middle-aged woman. 
Anesthetist, a recent graduate of Cincinnati. Chloro- 
form was given as being safer in this particular case 
than ether. Patient died on the table but her death 
was not recognized until I stood up and saw her 
face. Found that the anesthetist had used chloro- 
form as freely as though it had been ether. 

Case 3. A middle-aged woman, anesthetized for 
the purpose of making a complete physical examina- 
tion. A.C. E. mixture. Anesthetist, a very careful 
doctor of large experience. Death occurred sudden- 
ly, before the examination was commenced. 

Case 4. Middle-aged, slender woman with chronic 
appendicitis. Chloroform used by preference by her 
family physician. Operation occupied ten minutes, 
and at its completion the patient was found dead, 
much to the surprise of the anesthetist who had not 
discovered the fact. 

Case 5. Young male patient etherized by a physi- 
cian who had paid special attention to anesthetics. 
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Without any necessity or warning he suddenly 
poured onto the mask an uncertain amount of chlo- 
roform; patient took one breath and was dead. 

Case 6. Young woman, anesthetized by ethyl bro- 
mide for a curettement. Anesthesia, a “specialist,” 
The operation was completed, and the patient ap- 
parently doing well, when she suddenly died after 
the anesthetist left her side. 

Case 7. A young child with tuberculous glands of 
the neck. Ethyl chloride was given preliminary to 
ether by a “specialist.” Died suddenly. 

Case 8. Young boy with mastoid disease. Opera- 
tion by an ear specialist, under chloroform by the 
family physician with quite a large experience in 
anesthetics. I happened into my operating room and 
found the anesthetist automatically pouring chloro- 
form on the mask, while paying no attention to the 
patient but watching the operation closely. The pa- 
tient had evidently been dead for some minutes. 

Case 9. Elderly woman with an “acute abdomen,” 
found due to gangrene of the gall-bladder and acute 
hemorrhagic pancreatitis. At the conclusion of the 
exploratory operation the patient was found to be 
dead, which was no surprise owing to her condition, 
but the anesthetist had been a “spectator” and had 
not recognized the fatality. 

Case 10. Middle-aged woman, anesthetized simp- 
ly for a thorough abdominal examination. Her at- 
tending physician gave her chloroform. The exam- 
ination was completed quickly, but on returning to 
the side of the bed after washing my hands I found 
the patient dead, greatly to the surprise of the anes- 
thetist who was paying no attention to her. 

In the above are not included the three cases of 
deaths from nitrous oxide-oxygen. 

Of the ten cases reported above I think it is very 
evident that cases 1, 2, 4, 5, 6, 8 and 10 would have 
met with no mishap had a careful and watchful anes- 
thetist been in charge. 

Case 6, in the light of later reports as to the 
dangers of ethyl bromide, died, I think, because of 
an overdose; and the same I think is true of case 
7 with ethyl chloride. In case 9, death was inevitable, 
and was probably not hastened at all by the anes 
thetic, but the carelessness of the anesthetist in fail- 
ing to recognize the fatality was certainly a subject 
for criticism. 

With the nurse anesthetist I have had no deaths, 
nor even a serious scare. She watches the patient 
closely; the breathing, pulse, color, are all carefully 
and continuously under observation; and the depth 
of the anesthesia is watched so closely that the 
amount of the anesthetic used is kept at a minimum. 
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The result has been a great diminution in post- 
operative discomfort and vomiting, and very often 
complete absence thereof. This difference has been 
repeatedly mentioned by patients who had previously 
been anesthetized. 

Except on special occasions and for special reas- 
ons ether has been given by the open drop method, 
and always without any machinery. 

At the present time the demand for physicians, 
particularly in the smaller communities, is much 
greater than the supply, and undoubtedly many a 
“lazy, incompetent, and single-track” doctor, who is 
now making an easy living as an anesthetist, would 
become a useful member of the profession and the 
community if he returned to general practice. 

I have great respect and esteem for the conscien- 
tious, careful physician who has qualified himself for 
the administration of anesthetics, but I have great 
dread of the cock-sure “specialist” who has allowed 
familiarity to breed contempt and who becomes, as 
aresult, dangerously careless in watching the patient 
and indifferent as to the amount of anesthetic used. 

I have only contempt for the anesthetists, whether 
individually or in organizations, who have for years 
been refusing to publish their anesthesia deaths. 
Such refusal is unprofessional and cowardly, and 
can only be looked upon as mercenary. 

As to nitrous oxid-oxygen: Since the occurrence 
in Columbus alone of over 20 deaths within a few 
years, I have absolutely refused to allow my patients 
requiring complete relaxation to be anesthetized by 


this agent; and since a recent fatality in Detroit, in 


which a hearty young man died at the third inspira- 
tion of nitrous oxid-oxygen, administered by, an 
acknowledged expert, I even object to its use for 
minor operations. I will not permit a patient to take 
an anesthetic which I would not myself be willing to 
take if our circumstances were reversed. 

Conclusion: Of the above ten cases nine were 
clearly anesthesia deaths. (Number 9g occurred 
while the patient was under the anesthetic, but the 
anesthesia had nothing to do with the fatality.) In 
the other cases, however, while death was due to the 
anesthesia, it is very evident I think that all, or 
nearly all, the deaths were the result of the careless- 
ness or lack of judgment of the anesthetizer, and that 
there would have been no deaths had the proper 
judgment, skill and watchfulness been exercised. 
Conversation with other surgeons leads to the belief 
that in a great majority of cases of so-called anes- 
thesia deaths the fault is with the anesthetizer and 
not the anesthetic. 
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AIR CYSTOGRAMS TO DEMONSTRATE 
PROSTATIC ENLARGEMENTS THAT 
PROTRUDE INTO THE BLADDER. 


Epcar G. BALLenGeErR, M.D., 
Omar F. Exper, M.D., 
AND WILLIAM F. Lake, M.D. 
ATLANTA, Ga. 

In a preliminary report we have previously drawn 
attention to the fact that enlargement of the pros- 
tate gland at the vesical neck may be demonstrated 
in a graphic manner by air cystograms. Such +-ray 
plates afford considerable assistance at times when 
we are in doubt as to the method of procedure to 


Fig. 1. Small prostatic snout projecting into the bladder. 


follow in overcoming the urinary symptoms that are 
thought to be due to prostatic obstruction. 

The part of the prostate gland with which we are 
often chiefly concerned is not that which can be pal- 
pated through the rectum, but rather the intravesical 
portion which projects in a snout-like mass some- 
what resembling the cervix of the uterus. Need- 
less to say, such prostatic enlargements may be seen 
by cystoscopic examinations, but because of the 
enfeebled condition of the elderly men who are sub- 
ject to prostatic obstruction, and at times for other 
reasons, cystoscopic examinations are not always ad- 
visable or feasible. 

In patients who come in this group, information 
of definite value may be obtained by the air cysto- 
grams. The surgeon is assisted in deciding whether 
an operation is necessary and whether the approach 
should be by the suprapubic or the perineal route. 
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Furthermore, the graphic demonstration of the cause 
of the patient’s urinary difficulties and why the oper- 
ation is needed become evident to him and his family 
ard his decision to have it removed is more easily 
reached. i 

It is obvious, of course, that air cystograms are not 
required in all cases. Often the symptoms, residual 
urine and massive prostatic hypertrophy present a 
picture so definite that neither a cystoscopic exam- 
ination nor a cystogram is required. Also there may 
be no reasons why the usual cystoscopic examination 
cannot be made, in which case cystograms are not 


Fig. 2. Large intravesical prostatic enlargement. 


necessary. Occasionally, however, there is found a 
calculus in a diverticulum which was not suspected 
and which was not seen during the cystoscopic exam- 
ination. In order to prevent such an occurrence an 
4-ray examination is advised by some urologists as 
part of the preliminary routine. The diverticula 
show when the bladder is distended with air, as with 
sodium iodide, etc. 

We have seen one patient who could not be cysto- 
scoped on account of urethral strictures, in whom 
soft phosphatic stones were not shown in the air cys- 
togram. Where calculi are suspected we advise that 
an ordinary x-ray picture be taken in order that the 
longer exposure be given and that the stone will 
thereby be more likely to be demonstrated. 

One patient was seen who had a_ pedunculated 
median lobe and very small lateral lobes; the x-ray 
film gave us the slight impression that perhaps the 
shadow might be a stone instead of a median lobe, 
which we had not, heretofore, seen so well peduncu- 
lated. The cystoscopic examination and operation 


however, showed the shadow to be a median lobe 
only. 
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It is our purpose to take the picture at right angles 
to the long axis of the projecting mass. As far as 
we have been able to determine, we cannot show any 
of the soft tissues except those that project into the 
bladder cavity and are more or less surrounded by 
air to give the necessary contrast in density. Pelvis 
tumors, however, that press on the bladder are shown 
clearly. 

Considerable information may be obtained in de. 
termining the extent of the bladder involvement in 
cancer of the prostate and thus we may be enabled 
to advise the patient with greater precision as to the 


Fig. 3. Large papilloma of the vesical orifice. 

measures required to give the best results. 
Unfortunately one of our most interesting plates 
was misplaced or lost and we cannot show here a 
roentgenogram of a carcinoma of the rectum which 
projected into the bladder cavity and did not involve 


the bladder mucosa. In addition to the air in the 
bladder, barium was injected into the rectum and 
sigmoid. The resulting x-ray picture gave a very 
instructive and graphic demonstration of the extent 
and status of the malignant changes. The negative 
was given to the patient to show to the general sut- 
geon who referred the patient to us to determine the 
extent, if any, of the bladder involvement, and 90 
far we have been unable to find what became of 
the picture. 

We show in figure 5, however, a roentgenogram, 
somewhat similar, of a pelvic sarcoma, in a boy of 
six, which was pressing on the bladder posteriorly. 
Because of lack of control of the anal sphincter it 
was not feasible to employ the barium enema and 9 
the picture shows only the tube in the rectum and 
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the air in the bladder. 
We repeat that we do not advise air cystograms 
in every case but rather in those in which informa- 
tion is desired additional to that obtained in our usual 
examinations, and in those in which cystoscopic ex- 
amination is impossible or inadvisable. 
Comparatively little discomfort is produced by the 
air in the bladder in those patients who have residual 
urine and. who are free from cystitis. On the other 
hand, the patients with stones in the bladder and 


those with a definite inflammatory condition com- 


plain considerably, at times, of pain while the air 


Fig. 4. Extensive carcinoma of the prostate gland and bladder. 


3in the bladder. This may be lessened, as may the 
discomfort from the passage of the catheter, by the 
employment of novocaine, alypin, etc., in the urethra 
and bladder. 

The older urologists may remember the bladder 
discomforts from air injections, if in the early days 
of cystoscopy they used a cystoscope which made for 


air inflation. 
TECHNIC. 


As it is advisable to reduce the time of the dis- 
comfort to the minimum, all the preliminary prep- 
arations for the exposure should be made before the 
bladder is inflated. 

The teclinic generally employed is about as fol- 
lows: The patient is given a cathartic, preferably 
castor oil, 15 to 18 hours before the exposure, and 
a soapsuds enema about an hour before. Just before 
the examination he is requested to empty his bladder 
as completely as he can. He is then placed on the 
Bucky diaphragm in the dorsal position; one ounce 
of a 1% solution of novocaine or alypin is injected 
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with a urethral syringe through the urethra into the 
bladder. In a few moments a soft or silk woven 
catheter is passed into the bladder, withdrawing the 
residual urine, which is measured. The type of the 
catheter to be employed has to be chosen to meet 
the difficulties encountered in its passage. In our 
preliminary report on air cystograms in the Journal 
of the American Medical Association, we stated that 
a hard rubber catheter was used. This, of course, 
was a typographic error. The catheter when passed 
is fixed in place with adhesive strips to prevent its 
slipping out as the patient turns over. A rubber 
band is placed around the penis to keep the air from 
escaping around the catheter. 

The patient is now placed face downward directly 
in the center of the Bucky diaphragm, care being 
taken that he is flat and that the spine is straight. 
The buttocks are separated as far as possible and 


Fig. 5. Sarcoma in the space between the rectum and the bladder. 
The large tube is in the rectum, the small one is in the bladder. 
The bladder is distended with air but the anterior bladder wall is 
here indicated by hand though it is evident in the negative. 
sufficient compression is made with the canvas band 
to hold them apart. 

A Murphy rectal drip, loosely packed with sterile 
cotton, is connected to the tubing. This is for the 
purpose of filtering the air injected into the bladder, 
but we rather doubt whether it is at all necessary. 
Air is then injected into the bladder with a bulb or 
piston syringe until the inflation causes some dis- 
comfort, or about as much air as 100 cc. syringe will 
hold. The amourt tolerated by the patient depends, 
as previously stated, on the degree of cystitis or pres- 
ence of calculi and upon the overdistention produced 
by the residual urine. The patients bear it best who 
have the largest amount of residual urine. 

The roentgen-ray machine having been previously 
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set, and the tube adjusted with a 20° angle so as to 
direct the rays upward through the pelvic ring, the 
exposure is made. The air is allowed to escape 
through the catheter which is then removed. 

The time of the exposure and the penetration are 
largely a matter of judgment much as in demonstrat- 
ing the kidneys. With medium size patients, the 
best results were obtained with a 3% inch spark gap, 
20 milliamperes and ten seconds, using superspeed 
films. With large patients a 4 inch gap was used. 

It should be borne in mind that the object is to 
- show a shadow of soft tissue in a medium of air, and 
that overexposure will impair accurate results. 


SAFETY FACTORS IN THE SURGICAL 
MANAGEMENT OF TOXIC GOITER 
L. WALLACE FRANK, A.B., M.D., F.A.C.S. 
Ky. 

There are two distinct types of goiter characterized 
by symptoms of hyperthyroidism, and that while 
in the main their surgical management is the same, 
yet it varies greatly in certain important respects. 
Exophthalmic goiter is characterized by periods cf 
activity followed by periods of remission of symp- 
toms. In toxic adenoma of the thyroid there is 
increasing severity of the toxic manifestations 
usually with no periods of remission, the patient 
becoming progressively worse. 

The estimation of basal metabolism is of great 
value in thyroid disorders, because it gives a very 
accurate mathematical index of the functional activ- 
ity of the gland (Sandiford). The heat production 
is an index of the severity of the disease and of the 
effect of treatment (DuBois). The metabolism is 
an accurate index of goiter toxicity (McCaskey). 
By determining the basal metabolic rate the patient 
can be placed on a definite scale of toxicity (Noble). 
If the latter statement is true, says Cheever, experi- 
ence should enable us to determine (within the 
limits of error) a level of basal metabolism below 
which operation will be safe and above which it will 
be fatal. Unfortunately, while the metabolic rate 
establishes the activity of the thyroid gland, it may 
not necessarily define the toxemia (if indeed there 
exists a true toxemia in addition to the exaggerated 
function of the gland), and it certainly does not 
necessarily indicate the patient’s resistance to nox- 
ious influences, toxic or hyperfunctional (Cheever ). 

It is claimed by Else and Irvine that there is no 
one method by which the resistance of the patient 
can be accurately estimated. The basal metabolic 
rate and the clinical manifestations must both be 
considered. Disregarding either one is certain to 
be followed sometimes by disastrous results. The 


basal metabolic rate indicates more accurately the 
activity of the thyroid gland, while the clinical 
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manifestations indicate the resistance of the patient 
to the thyroxin absorbed. 

We admit that the basal metabolic rate gives an 
index to the severity of the intoxication, but that 
it indicates the patient’s ability to withstand opera- 
tion is questionable. We have seen patients with 
basal metabolism of plus 80% who have undergone 
thyroidectomy without the least trouble, while others 
with very slight elevation have had terrific reactions, 


Miss E. L., aged 16, was referred in January suffering 
from exophthalmic goiter. She had all the classical symp. 
toms, the goiter being very large and vascular. I felt that 
ligation preliminary to thyroidectomy was the proper pro- 
cedure in her case, therefore bilateral superior polar liga- 
tion was performed. There was not the slightest post. 
operative reaction, and she was dismissed from hospital in 
seven days in very good condition, the pulse having receded 
from 120 to 90 per minute. She failed to return at the 
appointed time and we saw no more of her until nine 
months later. All the symptoms had then returned, the 
pulse rate being approximately 112 per minute, the basal 
metabolic rate 16% above the normal. Following unilateral 
lobectomy, which was performed some days later, there was 
a terrific reaction, the pulse reaching 200 per minute, tem- 
perature 106° F. After two stormy days good recovery. 


As already stated, in exophthalmic goiter there are 
periods of remission, and the time to operate in 
such cases is during the quiescent stage. However, 
many patients when first seen are “going from bad 
to worse.” What shall we do with them? The 
internist has already treated them by rest and the 
administration of cardiac stimulants, such‘ as digi- 
talis and strophanthus, and has noticed only slight 
improvement. We believe that it is best to hospital- 
ize such patients for one to three weeks, giving them 
complete rest, physical as well as mental. The hos- 
pitalization is a most important factor, for these 
patients while in bed at home still have the cares of 
the household and continue to worry and fret about 
various things connected with its management. When 
placed in the hospital they realize that their condi- 
tion is such that they must follow instructions and 
they usually become quiet. In addition digitalis is 
continued and ice bags are applied to neck and pre- 
cordium. Under such treatment the pulse and meta- 
bolic rates will decline. We have found it bene- 
ficial to administer iodine by mouth in cases of exoph- 
thalmic goiter that have not responded well to the 
treatment outlined. This, I think, will hasten the 
onset of the perod of remission. 


While in the hospital the patient is most carefully 
studied and complete physical examination made. In 
addition the roentgen-ray is used to determine, if 
possible, the presence of a persistent thymus. The 
association between surgeon and patient, during the 
long residence in the hospital, gains the confidence 
of the latter which lessens the fear of operation and 
is valuable to the surgeon in his future management. 


In certain cases where progress under rest treat- 
ment is slow, after careful study we may ‘still find 
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that the patients are not ready for any surgery. 
Here, and here only, do we believe that the roent- 
gen-ray should be used in the management of toxic 
goiter ; it is effective in diminishing the intoxication, 
thus bringing the patient to the point where surgery 
may be employed with a greater degree of safety. 
Care must be exercised in using the roentgen-ray 
for reaction occurs following irradiation just as it 
does after surgery, and the reaction may be so severe 
as to endanger life. We have seen one patient die 
following roentgen-ray exposure, and in another the 
reaction was very severe. That this reaction was due 
to hyperactivity of the thyroid induced by the x-ray 
there can be no question, as the reaction following 
polar ligation some time afterward was similar in 
every respect. 

This is well illustrated by the following case: 


Miss B. L., aged 30, was suffering from exophthalmic 
goiter and was markedly toxic. The basal metabolic rate 
was 50% above normal and she was in no condition for im- 
mediate surgery. She was given three treatments with the 
roentgen-ray at three-day intervals. Four days after the 
last treatment she developed a very severe reaction, the 
pulse rate being 200 per minute, temperature (axillary) 
106° F. Under treatment she improved and three weeks 
later unilateral superior polar ligation was performed under 
very light gas-oxygen anesthesia. Four days afterward she 
had another reaction similar in every respect to that fol- 
lowing the radiotherapy. We might add that she was later 
operated upon; partial resection of the right lobe was first 
performed and afterward the left lobe and more of the 
right were removed. To these procedures there was prac- 
tically no reaction, the patient finally made a good recovery, 
and is still free from symptoms. 


Toxic adenoma of the thyroid is not characterized 
by periods of remission, and as. this condition is 
seen as a rule late in life and symptoms of intoxi- 
cation develop years after appearance of the goiter, 
we find in many cases myocardial degeneration. 
Operative delay permits further intoxication with 


its increasing myocardial weakness and degenera- 


tive changes in other organs. In such cases ligation 
is of but little benefit and thyroidectomy should be 
performed as early as possible. In these cases, es- 
pecially, is the value of the basal metabolic rate 
with reference to operability practically nil. 

In the surgery of toxic adenoma and exophthalmic 
goiter the choice of the anesthetic is most important. 
Ether with its irritating effect on the lungs and 
trachea is not without danger. Tracheitis is a com- 
mon complication of thyroidectomy and because of 
the irritation due to ether, pneumonia with resulting 
empyema is not infrequent. The ideal anesthetic in 
such cases is local infiltration. However, these pa- 
tients are nervous, “high strung,” and we believe 
the psychic effect on the individual when local anes- 
thesia alone is used is sometimes exceedingly harm- 
ful. Consequently in addition to local infiltration 
We are using gas-oxygen to the point of analgesia. 
Here the patient’s consciousness is obtunded and 
she loses all fear of operation. Furthermore, with 
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the removal of the psychic stimulation the pulse 
during operation is lower than when local anesthesia 
alone is used. 

In deciding what type of operation had best be 
done, it is my custom to select the one that leaves 
us the greatest margin of safety. For example, 
after careful study if I think the patient may with- 
stand lobectomy or partial lobectomy, I deem it 
wiser to perform bilateral superior polar ligation, 
as the reaction is less and thyroidectomy can be un- 
dertaken with a greater degree of safety. 

At this point I would emphasize the fact that 
polar ligation is but a step in the surgical manage- 
ment of exophthalmic goiter. It is not curative, 
although following ligation the pulse rate and the 
condition of the patient may warrant such a belief. 
However, sooner or later there will. be recurrence 
of symptoms, and if thyroidectomy be postponed 
until the appearance of these late recurrences, or 
until the secondary attack is as severe as the first, 
then we have lost our opportunity and one of the 
safeguards in the radical treatment of exophthalmic 
goiter has been utilized to no avail. 

The surgeon must at times modify his plans for 
treatment and should at all times have the operation 
so well planned that he can desist and return the pa- 
tient to bed on short notice. 


Miss A. V. D., aged 28, was referred to me on account 
of a very toxic exophthalmic goiter, and presented all the 
typical symptoms. After a week’s rest in bed the pulse 
rate diminished and she seemed in condition to withstand 
unilateral lobectomy. The operation was attempted, the 
patient being anesthetized by gas-oxygen. While the skin 
flap was being reflected her pulse, which had been about 
100 per minute, became very rapid and irregular. We 
quickly separated the muscles about the upper poles of the 
thyroid and ligated the vessels and poles. The wound was 
rapidly closed and the patient returned to bed. She reacted 
promptly and had a smooth convalescence. Two months 
later she returned to the hospital and we performed sub- 
total thyroidectomy. There was no post-operative reaction 
and the patient has remained entirely well. 


The following data concerning safety factors in 
thyroidectomy are excerpted from recent literature: 
Caution must be observed and the operation termi- 
nated when the pulse reaches the danger point 
(Crile). In extremely toxic cases it is impossible 
to determine how much operative manipulation will 
be tolerated; the history, general condition, pulse, 
the pulse pressure, and metabolic rate, afford an in- 
dex to the degree of intoxication (Mason). In gen- 
eral a high metabolism plus symptoms of marked 
toxicity contraindicates surgical procedures; but it 
is a perplexing problem to decide how toxic a patient 
is and how much damage has been produced by the 
disease. Primary partial thyroidectomy is not ad- 
vised in patients with metabolism of plus 60% to 
plus 70%. In the Mayo Clinic it has been the prac- 
tice to perform one or more ligations, possibly pre- 
ceded in bad cases by injections of hot water or 
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quinine arid urea hydrochloride, both to prepare pa- 
tients for thyroidectomy and as a means of testing 
those about whose fitness for operation there is 
doubt (Sistrunk). Decision as to the toxicity in 
a given case is not based on exact percentages of 
tachycardia, increase in nervousness, loss in weight, 
etc. (Lahey). Metabolism of plus 33% and a pulse 
rate of over 120 contraindicates primary thyroid- 
ectomy (Barnhill). Operative risk increases to an 
appalling extent when the metabolic rate attains an 
increase of around 100% (McCaskey). Loss of 
body weight and loss of strength indicated by weak- 
‘ness of the extensor muscles, constitute important 
evidence of the degree of toxicity, and the surgical 
mortality is unduly high when the toxemia is pro- 
gressive, or at the peak of a hyperthyroid wave 
(Judd). Thyroidectomy is not available if the 
pulse after moderate exertion exceeds 120 (De 
Courcy). A rising metabolism in spite of complete 
rest is an apparent contraindication to operation 
(Mears and Aub). 

An accurately determined basal metabolic rate is 
an index of the intensity of the disease in both ex- 
ophthalmic and adenomatous goiter with hyperthy- 
roidism, and, therefore, in conjunction with other 
factors, is of help in selecting the best time for 
operation and the best type of surgical procedure. 
The basal metabolism is of even more importance 
as an aid in the establishment of a correct differ- 
ential diagnosis of the various thyroid diseases. As 
a result of its use many unnecessary and sometimes 
harmful operations are avoided (Mayo and Booth- 
by). A metabolism of plus 30% introduces a seri- 
ous risk, which undoubtedly increases with high 
rates, but not necessarily in proportion, as there is 
ro rate of metabolism that alone contraindicates at 
least minor surgical procedures (Cheever). 

We believe that a carefully graded operation un- 
der local anesthesia, reinforced by gas-oxygen to 
the point of analgesia, gives the patient with toxic 
thyroid the best chance for ultimate recovery, and 
that following this plan of management the oper- 
ative mortality will be greatly reduced. By graded 
operation is meant ligation, followed by unilateral 
resection, and thyroidectomy at a later date. We 
would emphasize the fact, however, that there is no 
“rule of thumb” by which the surgeon may be guid- 
ed in his estimate of the probable dangers of opera- 
tion or the complications which may ensue. 

A word concerning the value of morphine in cases 
of toxic goiter. It is a much better cardiac stimu- 
lant than digitalis, and when used post-operatively 
in the case of-severe reaction it quiets the patient 
and allows an already over-stimulated heart to re- 
gain some of its tone. I believe that morphine 
should be given in very severe cases to the physio- 
logical limit, viz., the slowing of respiration. _ 


COURCY—THYROTOXICOSIS 
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GRADUAL REDUCTION OF THYROTOXI- 
COSIS BY NON-SPECIFIC THERAPY* 


JoserH, L. DeCourcy, M.D. 
Cincinnatl, O. 

Theoretically, the results obtained following liga- 
tion of the thyroid arteries have been explained by 

(a) reduction of blood supply 

(b) interference with the accompanying sympa- 
thetic nerves. 

The first hypothesis has been doubted by a num- 
ber of investigators because of the liberal blood 
supply obtained through the remaining arteries. 

The second contention is plausible. 

For some time at our clinic we have been attempt- 
ing to desensitize our patients before operation with 
injections of non-specific porteins, with a view to 
lessening postoperative reactions; that is, we would 
begin by injecting 5 cc. of toxin-free milk into the 
gluteal muscles, and gradually increase the amount 
up to 10 cc. over a period of a few weeks until there 
was no resultant reaction. Usually, the first and 
second injections would cause a severe reaction 
(chill, rise of temperature, etc.), the third usually 
mild, and the fourth none. The operation is then 
performed and post-operative reactions and shock 
have been nil in a large group of cases. 

In studying these cases I was struck by the sim- 
ilarity of the reactions following these injections 
ard the reactions following polar ligation. It oc- 
curred to me then that it is possible that polar liga- 
tion acts as a vaccine; that is, the trauma induced 
during ligation causes a destruction of tissue and 
thereby desensitizes the patient. In other words, 
the operations of ligation are similar to evacuated 
injections of toxin-free milk. I have been influ- 
enced in this belief because I have felt that the re- 
action following trauma or operation on any other 
part of the body produced a like reaction in these 
cases. In order to determine whether or not this is 
so, in five exophthalmic cases in which ligation was 
distinctly indicated, in place of ligation I injected 
typhoid vaccine, a foreign proteid, and in each in- 
stance the patient improved sufficiently for com- 
plete thyroidectomy within a time limit similar to 
that following ligation. More recently, I have 
used toxin-free milk in place of typhoid vaccine in 
thirty cases with more graduated reactions and sim- 
ilar results. 

While this is only a comparatively few cases from 
which to draw conclusions, still I believe that this 
observation opens a field for clinical and laboratory 
experimentation, for if it is sufficiently proven later 


that ligation acts by protein desensitization, then 


non-specific therapy will become the method of 
choice, because the dosage and the subsequent reac- 


*Read before The American Association for the Study of Goiter, 
June 10, 1924. 
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tion can be more accurately gauged and the patient 
will be saved the annoyance of several operations 
and only one scar will be present, whereas now there 
are frequently three. 

Non-specific protein immunization, as a principle, 
is not new. It has been used with satisfaction in 
such diseases as gonorrheal arthritis, influenza, 
pneumonia, puerperal sepsis, typhoid fever, etc., and 
it accounts for several cures of cancer with serum 
treatment reported in the literature. Up to the 
time (1916) that Schmidt and Sax] introduced intra- 
muscular injections of milk, however, non-specific 
therapy was considered dangerous; at this time ty- 
phoid vaccine was generally used. The work of 
Schmidt and Saxl was quickly followed by that of 
Bruch, Miller and Weiss who began using 5 to 10 
cc. of sterile, toxin-free milk intragluteally. They 
showed that this treatment is rarely followed by a 
chill, although one may occur, but it is followed in 
six to eight hours by a typical rise of temperature 
which subsides in twenty-four. By this method there 
is relatively little danger of anaphylactic shock. 
Monguzzi in 1920 used this method in 19 cases and 
it proved satisfactory in every instance. He claims 
that while the non-specific method is not a substitute 
for the specific, both courses should be used. 

This form of therapy, of course, has not been 
adequately explained. Probably the most widely 
accepted theory is the stimulation of the immunizing 
power of the bone marrow, as evidenced by the 
formation of new granular neutrophile leucocytes. 
Other theoretical explanations are the stimulation of 
non-specific ferments of the serum, leucocytosis, and 
an increase of red blood corpuscles. The curative 
and prophylactic results obtained, however, are so 
striking as to argue against the above theories and 
more for some specific reaction within the body. As- 
suming that the rise of temperature and the quick- 
ening of the pulse following surgical procedures are 
due to destruction of tissue at the time of operation, 
and the absorption of protein material, then desen- 
sitization becomes a logical procedure. 

Injections are made every 5 to 7 days, depending 
upon the reaction, and are continued until there is 
no resultant leucocytosis; usually two or three in- 
jections are sufficient. A leucocyte count and a 
blood sugar test are made twelve hours after injec- 
tion, in order to discern any reaction that may not 
have caused a rise of temperature or a quickening 
of the pulse. 

CoNCLUSION 

In hyperthyroidism and thyrotoxicosis, I believe 
that non-specific therapy will displace ligation in a 
large number of cases and give us a safer treatment 
than ligation in the very severe type of cases in 
which we hesitate to perform ligation. 
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CONTRIBUTION TO THE DIAGNOSIS AND 
TREATMENT OF RIGHT COLOPTOSIS 
AND ITS COMPLICATIONS.* 

E. P. Quarn, M.D., F.A.C.S. 

Bismarck, N. Dak. 

It is a well established fact in anatomy that in 
many embryos the primitive intestinal mesentery 
fails to rotate upon itself to the full extent necessary 
for the proximal colon to reach its normal position in 
the right abdomen. As a result of this embryonic 
failure in rotation, it has come about that a high 
percentage of individuals go through life with a 
more or less misplaced right colon. In the absence 
of full and normal rotation, agglutination to the back 
also becomes incomplete, the colon remains loosely 
attached and, in the upright posture, is found hang- 
ing more or less free on its original mesentery. This 
failure of fusion may have been partial or complete, 
which circumstance will modify the appearance of 
the mesentery. It will also modify and determine the 
type and degree of ptosis of the colon, and give rise 
to several distinct types of a disease which in my 
opinion may properly be considered under the name 
right eoloptosis. 

According to Duval, these congenital malposi- 
tions of the right colon may be divided into three 
general groups: 

1. Simple mobile ceco-colon, which means that 
while the hepatic flexure is attached normally to the 
back, the cecum and ascending colon hang from a 
mesentery. Although this is a condition found very 
frequently, it often exists without causing any symp- 
toms whatever. 

2. Complete right coloptosis, in which there is no 
direct attachment to the posterior abdominal wall but 
the whole right colon hangs from a mesentery which 
is suspended in close relation to the duodenum. This 
condition very often produces symptoms which are 
likely to begin some time during the adolescent 
period. 

3. Coloptosis with infection of the colonic wall by 
fecal bacteria. (Duval’s further subdivision of this 
group into three different types may be pathological- 
ly correct, but it does not seem essential from a 
clinical viewpoint. ) 

The three groups shade into one another and it is 
impossible to draw fast lines between them, but this 
classification is nevertheless of much help, and es- 
pecially as a guide for treatment. The first two 
types are those most frequently presented by the pa- 
tients. The third type, infection of the colonic wall, 


*Read before the Western Surgical Association, at Colorado Springs, 
Col., December 7, 1923. 
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will not be discussed at this time except to state in 
passing, that in the presence of definite infection 
colectomy has been found to be the most satisfac- 
tory form of treatment. 

The symptoms of coloptosis naturally vary accord- 
ing to the type and degree of ptosis. First in im- 
portance come pain and distress in the right abdo- 
men, caused by the downward pull of the colon. 
Constipation is an even more frequent concomitant 


_to coloptosis than pain, but the patient has usually 


acquired habits of tolerance or of management, and 
he complains less of it than of the pain. Absorption 
of toxic products from the colon with resultant con- 
stitutional symptoms is a prominent pathologic con- 
dition in the presence of infection of the colonic 
wall. It is my belief that the importance of chronic 
intestinal absorption and toxemia from coloptosis 
was overestimated in the past. The mechanical fac- 
tors incident to the dragging effect of the colon, it 
would seem, should replace at least some of our 
former ideas of intestinal stasis. 

There is one group of symptoms caused by colo- 
ptosis to which special attention must be drawn, be- 
cause of their close resemblance to appendicitis. The 
patient comes to consult the physician because of 
pain in the right side of the abdomen, usually in 
association with chronic constipation and disturb- 
ances from gas distention. The pain often appears 
in a recurrent manner, attacks coming on a few 
weeks apart; and these may be associated with a 
slight rise of temperature. There is tenderness about 
the appendix region. There may be slight emesis. 
The attack resembles very much that of mild recur- 
ring appendicitis, but there are some notable differ- 
ences. Leucocytosis is absent. The pain is not as 
severe as in appendicitis and unless the patient is 
ordered to bed by the physician he is likely to be up 
and about during most of his attacks. The pain 
begins in the right abdomen and not in the epigas- 
trium, as in acute appendicitis. True muscle spasm 
and a palpable mass are absent even on the second 
or third day of the attack. Careful palpation may 
show that the most painful area is located slightly 
above and outside McBurney’s point, rather than to- 
wards the umbilicus. 

If the patient is subjected to operation for appen- 
dicectomy during the attack, as very often happens, 
the appendix is found to be rather smaller than nor- 
mal, often of the obliterating type, pale and free 
from evidence of acute infection. The obvious con- 
dition found is an abnormally free cecum suspended 
from a mesentery. The cecum may be lifted out of 
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the wound several inches above the skin level. The 
thin walled cecum is more dilated than normal, and 
distended with gas and liquid feces. As a rule there 
will be found a pericolic membrane attached on the 
abdominal wall and spread fanlike over the ascend- 
ing colon. It may reach and cover both cecum and 
appendix. This membrane contains white connective 
tissue fibers and bloodvessels running in a definite 
arrangement from a fixed point on the abdominal 
wall and forming a sort of suspensory ligament 
which tends to limit the abnormally free excursions 
of the colon. If we should sever this membrane, we 
would find that the mobility and descent of the cecum 
would be materially increased. When the colon is 
affixed by sutures to the back muscles we see the 
pericolic membrane drop, relaxed, into the fossa be- 
tween the colon and the abdominal wall. The func- 
tion of the membrane therefore seems to be to assist 
the colonic mesentery to hold up the cecum and to 
limit its hypermobile tendencies. 

In some patients where the pain and soreness had 
been especially sharp before operation, there will be 
found a very narrow pericolic membrane with an 
exceptionally small point of peritoneal attachment in 
the flank, or on the anterior abdominal wall near the 
anterior superior spine of the ilium. 

If the patient is operated upon during a painful 
attack, the membrane will be found in a state of 
very acute congestion, suggesting a reaction to in- 
fection, but if a piece of the membrane be excised 
and examined microscopically it will be found prac- 
tically free from leucocytic infiltration and the blood- 
vessels appear normal. The irritation therefore, 
seems to have been merely a mechanical one. 

After appendicectomy, as it is usually performed 
for this condition, the pains and other symptoms 
recur as a rule when the patient resumes his previous 
mode of living. In the upright posture the cecum 
again sinks to the lowest point permitted by its mes- 
entery and pericolic membrane. 
the pelvis where it remains in an overdistended con- 
dition, unable to empty itself effectually. 

In the presence of complete right coloptosis the 
colon hangs from the mesentery which is attached in 
the upper abdomen, above the duodenum. The 
symptoms from this extreme degree of abnormal 
mobility are recorded less in the immediate neiglr 
borhood of the colon than in the vicinity of the mes 
enteric attachment. The colica media artery forms 
the chief supporting structure of this mesentery. A® 
ingrowth of connective tissue takes place along the 
mesenteric bloodvessels to reinforce these supporting 


It gravitates into f 


st 
its 
| 
| in 
| a 
| T 
| col 
dis 
or 
na 
| 
| em 
sut 
| tio 
twe 
ulat 
and 
| gast 
| duo 
tom 
| to D 
| lesic 
thos 
and 
of t 
and 
pure 
tence 
the 
tans, 
abun 
may 
by p 
with 
very 
it ne 
modi 
the r 
right 
somet 
ney i 
Mey, 
| Case ¢ 
colon 
tach 
‘ward. 
It 
i 
iq 


and 
here 
1 the 
end- 
and 
ctive 
finite 
ninal 
ment 
sions 
we 
ecum 
on is 
e the 
a. be- 
func- 
assist 
nd to 


s had 
yill be 
th an 
ent in 
ar the 


ainful 
ate of 
to in- 
xcised 
| prac: 
blood- 
refore, 


‘ormed 
aptoms 
revious 
cecum 
mes- 


es into 


2d con- 


sis the 
ched in 
The 


Vou. XXXVIII, No. 8 


structures of ptosed viscera. With this addition to 
its volume and strength the colica media artery is 
capable of compressing the duodenum and thus caus- 
ing effective interference with duodenal function. 

The interference with normal duodenal function 
produced in this manner, is perhaps the most im- 
portant complication of complete right coloptosis. 
The more common symptoms from this secondary 
condition are: A chronic and recurrent epigastric 
distress, varying in character, but most marked two 
or three hours after meals, and associated with 
nausea and bile emesis. Vertigo and headache are 
present in nearly every attack. After a copious bile 
emesis, all symptoms improve rapidly. The patients 
suffer much from constipation and gastric eructa- 
tions. While he may be in fairly good health be- 
tween attacks he has found that certain dietary reg- 
ulations are helpful in staving off the “bilious spells.” 

The obstruction may continue to assert itself until 
a permanent dilatation of the duodenum takes place 
and this is followed sooner or later by pyloric and 
gastric dilatation. Patients suffering from chronic 
duodenal obstruction due to coloptosis, with symp- 
toms now pointing to gastric or duodenal ulcer, now 
to biliary disease, now again to a number of other 
lesions—these patients have made up a large part of 
those “not relieved” after operations on the stomach 
and gall-bladder. They make up a large percentage 
of those unfortunates over whom both physicians 
and surgeons, without due process of trial and on 
purely circumstantial evidence, have passed the sen- 
tence “neurasthenia” and thereby too often caused 
them to leave the doctors’ offices and turn to charla- 
tans, for sympathy, at least. It has been proved 
abundantly that many so-called chronic neurasthenics 
may be restored to mental and physical equilibrium 
by putting into practice the theory that coloptosis 
with constipation and duodenal obstruction is one 
very important cause of neurasthenia. 

When the colon is unable to complete its rotation 
it nevertheless tries to anchor itself by means of a 
modified ligament or ligaments as high and as far to 
the right as it can reach. So it happens that the 
right phrenocolic ligament, or its representative, is 
sometimes found attached to the capsule of the kid- 
ney instead of to the abdominal wall beyond the kid- 
ney. This is undoubtedly the cause of nearly every 
case of floating kidney. The ptoses and dragging 
colon pulls the kidney away from its rather loose at- 
tachment in the loin, and both gradually glide down- 


‘ward. 


It need hardly be stated that in this day of exact 
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scientific methods no diagnosis of coloptosis should 
be attempted without a thorough x-ray study of the 
gastrointestinal tract. By means of the x-ray and 
fluoroscope we need no longer guess at the position, 
mobility, or gross function of the colon. In con- 
junction with the anamnesis the x-ray should help 
us to make a good working diagnosis in nearly all 
these cases. 

In many adult individuals a membrane is found 
spread over gall-bladder, gastrohepatic ligament and 
first and second portions of the duodenum and form- 
ing a ligamentous structure attached to the trans- 
verse colon. It is sometimes called the cysticocolic 
ligament and is a remnant of the ventral mesogas- 
trium. This structure is most frequently found in 
the shape of a ligamentous fold rising from the 
deeper segments of the gall-bladder, the anterior 
limit of the foramen of Winslow, and the second 
portion of the duodenum. Its fibers run uniformly 
downward and are attached to the transverse colon 
loosely and broadly like all developmental tissues on 
the peritoneum. In the presence of this ligament 
and the absence of colonic fixation in the right side 
of the abdomen it is conceivable that much of the 
colonic weight may be transmitted to the gall-bladder 
and ducts and there produce symptoms. That this 
is not a possibility merely, but an actuality has been 
proven to my satisfaction a number of times. Nagel 
has recently published his observations on the rela- 
tive frequency of this embryonic structure. 

Occasionally an hepatico-colic ligament is found 
between the under surface of the liver and the trans- 
verse colon underneath. I have found this ligament 


' in two different patients, as a sickle-shaped, whitish 


structure, attached across the under surface of the 
liver parallel to and near the right border of the 
gall-bladder but not adherent to the gall-bladder at 
any point. The lower end of the membrane was lost 
in a fan-like distribution of its fibers over the meso- 
colon and superior surface of transverse colon. The 
hepatic flexure was unattached in both cases and the 
structure was therefore functionating as a misplaced 
right phrenocolic ligament. 

The symptoms produced by dragging upon the 
cysticocolic ligament resemble in a general way those 
of cholecystitis. Because of this resemblance, it has 
come about that surgical operations have been per- 
formed under a mistaken diagnosis. The symptoms 
usually are of long duration but are not as acute and 
definite in onset and let-up as in true cholecystitis, 
with or without stones. The patients complain 
mostly of vague dyspeptic symptoms, of gastric eruc- 
tations, and general distress in the gall-bladder 
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region, but cannot state anything precise as to possi- 
ble relations to kinds of food or times of eating. 
Only one symptom, and this is a negative one, may 
aid in diagnosis. The patient feels relieved when 
lying down, and exacerbations do not originate dur- 
ing sleep as is the case so often in cholecystitis. 
TREATMENT. 

Every patient suffering from complete coloptosis 
should first be in the care of an internist, expert in 
the knowledge of visceroptosis. It is usually not to 


‘the patient’s best interest to have his troubles en- 


trusted to the judgment of a busy surgeon. The 
operating surgeon cannot be expected to give the 
painstaking and detailed attention and care which a 
thorough study of the visceroptotic requires. This 
lies within the province of the physician. But the 
physician must be fully informed not only about the 
chances for success but also about the limitations of 
medical treatment. He must also be acquainted with 
the surgical possibilities in suitable cases. All this 
demands that the internist must obtain a large part 
of his visceroptosis education by studying the colon 
while the surgeon has it exposed in the laparotomy 
wound. 

Practically all who suffer from ssiiiadieniai are 
benefited by proper medical treatment but it must be 
recognized that the possibility of permanent cure by 
its means is extremely limited. The medically pro- 
duced cure therefore is always a conditional one, 
and recurrences are to be expected. 

Unless the home conveniences are exceptional, 
every patient is put in bed in a hospital for the first 
two or three weeks. Not only are hospital facilities 
required for a proper study of each individual case, 
but also this is an educational period, during which 
the patient learns how to continue the treatment at 
home. He is placed in the Trendelenburg posture 
for an hour or more after each meal. Between times 
he is not permitted to raise himself even once from 
the horizontal position on the bed. Diet, massage, 
and nursing are all planned so as to aid in gaining 
general health, strength, and especially fat. When 
a material quantity of adipose tissue has been packed 
into the meshes of the mesenteric areolar tissue, the 
weight of the colon becomes more distributed and 
symptoms of dragging grow less. 

The inverted posture carried out systematically for 
at least ten or fifteen days will bring about a decided 
change for the better in the patient’s condition, if 
our diagnosis of colonic drag had been correct. If 
the patient’s epigastric and other symptoms are due 
to some disease other than ptosis, the improvement 
would not be so noticeable. 
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When the viscera gravitate towards the dia- 
phragm as in the Trendelenburg posture, the inter- 
ference from dragging on duodenum, stomach and 
bile du~‘s is removed. The right colon empties itself 
more easily. Visceral circulation is restored to many 
areas within the digestive system which are more or 
less ischemic when the patient is upright. The pull- 
ing and irritation on the sympathetic nerves and 
ganglia in the upper abdomen are relieved. The 
patient complains less of the abdominal distress, the 
appetite improves, the weight increases, and the ner- 
vous and mental tension gives place to a feeling 
of comfort and well-being. Coffey has called atten- 
tion to the fact that the narrow epigastrium of the 


Pericolic membrane 


Cut margin of / 
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Fig. 1. Method of fixation for simple mobile cecd-colon of moderate 
degree. 


visceroptotic becomes widened after persistent Tren- 
delenburg posture. 

Before letting the patient out of bed, a properly 
fitting corset, belt, or binder must be made and ap- 
plied, together with a pad so adjusted that the lower 
abdomen will not have room for the main mass of 
intestinal loops but will compel them to remain above 
the promontory. That this is actually accomplished 
is shown not only by the patient’s improvement but 
by #-ray examination. 

A corsetiere, properly trained in fitting viscero- 
ptotic patients with corsets and pads, is a necessary 
associate in the nonoperative part of the treatment. 
This person should be permitted to be present dur- 
ing the fluoroscopic examination of patients when 
ptosis is visualized and treatment checked up. Such 
ocular demonstration will do more to stimulate pet- 
sonal interest and ambition to succeed, than all oral 
explanations. 

The patients must have minute instruction how t0 
carry on this treatment at home. The pad and corset 
should be used for several months after leaving the 
hospital. This advice includes also all post-operative 
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patients on whom colofixation has been made. 

As already stated, medical treatment is often dis- 
appointing and surgery becomes advisable. In cases 
with marked renal and duodenal complications oper- 
ation is to be recommended as soon as the internist 
has made the diagnosis. 

In the surgical treatment of right coloptosis the 
colon is attached to the posterior abdominal wall in 
a position approximating the normal, and in such a 
manner that all tension is taken away from its mes- 
entery and adventitious membranes. 

In mild forms of cecum mobile it is enough after 
removing the appendix to attach the caput coli to 


incised 
peritoneum 


Fig. 2. The psoas minor tendon, where present, offers a very satis- 
factory attachment for the hypermobile cecum. A one-inch flap is 
prepared from the tendon margin and sutured to the side of the 
cecum, 


the psoas muscle with one or two sutures through a 
two-inch peritoneal incision (figures I and 2). This 
should be done after every appendicectomy in pa- 
tients with definitely mobile ceco-colon, unless con- 
traindicated by the presence of pericecal infection. 
That this technic does relieve pain and discomfort 
in the right abdomen is shown by many patients 
who have been cured by a secondary colofixation 
after a primary appendicectomy had failed to relieve. 

In more advanced simple mobile ceco-colon the 
peritoneum is incised parallel with the outer margin 
of the colon so as to expose psoas major, psoas 
minor (if present )and quadratus lumborum as far 
as may be necessary in order that the hypermobile 
cecum and ascending colon may be sutured to these 
muscles with catgut. In some cases the whole ex- 
tent of the ascending colon up to the hepatic flexure 
requires fixation. (figure 3.) 

My experience has shown that a rather wide peri- 
toneal opening, permitting a broad attachment of the 


colon, is more satisfactory than a smaller one. The 


more extensively the colon is attached posteriorly 
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the better and the more symptom-free will be its 
function. It seems to empty itself more easily and 
quickly when it has a broad firm attachment acting 
as a brace against which the peristaltic movements 
are more effective. 

In complete coloptosis an hepatic flexure must be 
constructed by making the colon fast in the kidney 
region, and well up under the liver. The variations 
in the position of the colon, kidney, and liver, and in 
the length of the mesentery, are so many that it is 
impossible to lay down definite rules for this fixa- 


Incised peritoneum 
and pericolic 
membrane 


‘ 
Fig. 3. Incision of posterior peritoneum and position of sutures in 
complete colofixation, 


tion. However, it is my aim and practice to accom- 
plish this fixation on the posterior abdominal wall 
and to avoid forming adhesions on the anterior peri- 
toneum. 

When the right kidney has become ptosed, i. e., 
dragged down by the colon adherent to its capsule, 
it is necessary to do both kidney and colon fixations. 
The kidney is fixed most satisfactorily by stripping 
the fatty capsule from the dorsum and suturing it 
to the quadratus lumborum muscle under the pedicle 
of the kidney. The colon is then sutured to this 
fatty shelf and to the muscles of the back as already 
described. 

After the construction of a previously absent 
hepatic flexure, and its fixation, the weight is lifted 
off the mesentery and the duodenal compression is 
relieved. The milder duodenal symptoms are re- 
lieved by colofixation in the majority of the patients. 
But when the duodenum has become greatly dilated 
anl displaced from chronic obstruction, colofixation 
does not always relieve the obstruction. In such 
cases duodeno-jejunostonry must be made. The 
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technic of this operation has been described by me 
elsewhere (Medical Record, December 6, 1922). 

The results of the various types of colofixation 
described have proved very satisfactory when done 
in appropriate cases, and with careful attention to 
all details of technic. In a previous article of mine 
the postoperative results were given in 52 patients, 
3 months to 4 years after operation. Thirty-six of 
these operations were for simple ceco-colon mobile 
and 16 for complete coloptosis. Several nephro- 
pexies and duodeno-jejunostomies were included 
among the latter. Another follow-up inquiry to the 
same patients a year and a half later has shown that 
the improvements and cures were lasting. Of 
special interest were statements from several patients 
that their constipation became gradually less bother- 
some after colofixation. 

Report was also made in my article of some pa- 
tients who complained of backaches after the opera- 
tion. One such patient has been re-operated upon. 
It was found that the ascending colon was attached 
to the quadratus lumborum with firm cicatricial band 
in such a way that much of the weight of cecum and 
ascending colon hung from a rather small point. A 
wider and more radical fixation to the back muscles 
produced a cure. 

Up to date more than one hundred colofixations 
have been made for various types of right coloptosis. 
This does not include many simple cecofixations 
made in connection with appendicectomy for true 
appendiceal disease. 

The results, in general, have been fully as satis- 
factory as those in any other branch of abdominal 
surgery, and especially so since the adaptation of 
treatment according to Duval’s classification. 

This experience has led to a number of definite 
convictions in ptosis problems, among which the 
following may be stated: 

Our profession has not yet given the subject of 
visceroptosis the attention it deserves as a cause for 
physical and mental disability, both acute and 
chronic. 

Both physicians and surgeons can do much more 
for the sufferer from ptosis than they are now 
doing. 

As in many other surgical diseases late operation 
will prove more serious in nature and more doubtful 
in efficacy than early operation. The younger the 
patient, the better the results. 

When duodenal obstruction, nephroptosis, and 
biliary symptoms are complications of right colo- 
ptosis; the surgeon’s rather than the physician’s judg- 
ment should dominate the treatment. 
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Surgical operations for coloptosis should not be 
practiced by occasional operators, but may be under- 
taken confidently by those trained in handling the ab- 


dominal viscera. 
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CONGENITAL BILATERAL OUTWARD 
PATELLAR DISLOCATION 
Barnett Owen, M.D., F.A.C.S., 
LouIsviL_e, Ky, 

The principal object of this contribution is to re- 
port a rather unusual type of congenital deformity, 
an example of which recently came under my per- 
sonal observation, viz., bilateral outward patellar dis- 
location. 
ever, it may be interesting to briefly review certain 
aspects of the subject. 

Anatomic Survey: Modern text-books contain 
meager information concerning the anatomy and 
physiology of the patella. To obtain a complete and 
comprehensive description of the anatomy and physi- 
ology of the patella one must revert to literature of 
one hundred years ago. A liberal abstract of the in- 
formation contained in a text-book originally com- 


piled in 1814 is therefore interpolated : 


The patella, or rotula, is a small flat bone situated at the 
forepart of the knee joint. In shape it resembles the heart 
with its apex downward. On the anterior convex surface 
are numerous openings into which are inserted fibers of the 
patellar ligament. The posterior surface is smooth, covered 
with cartilage, and divided by a middle convex ridge into 
two cavities, of which the external is the larger, both being 
exactly adapted to the pulley of the os femoris, on which they 
are placed in the most ordinary unstraining postures of the 
leg; but when the leg is much bent, the patella descends far 
downward on the condyles, and when fully extended the 
upper part of the patella rises higher than the pulley of the 
thigh bone. The smooth surface is surrounded by a rough, 
prominent edge to which the capsular ligament is attached. 
Below the point of the bone is scabrous, where the tendinous 
ligament from the tubercle of the tibia is fixed. The upper 
horizontal part is flattened and unequal where the extensor 
tendons are inserted. The substance of the patella is cellular, 
with very thin, firm external plates; but these cells are so 
small and such a quantity of bone is employed in their forma- 
tion that scarcely any bone of its bulk is so strong; yet, not- 
withstanding this strength, it is sometimes fractured by vio- 
lent straining muscular effort. 

The principal motions of the knee joint are flexion and 
extension. In the former the leg may be brought to an acute 
angle with the thigh, since the condyles of the thigh bones 
are round and smooth far backward. In performing this the 
patella is pulled downard by the tibia. When the leg is ex- 
tended the patella is drawn upward and the tibia forward by 
the extensor muscles; but they are restrained from pulling 
the leg farther than to a straight line with the thigh by. the 
posterior part of the crucial ligament, that the body may be 
supported by a firm, perpendicular column; for, at this time, 


Before presenting the case record, how- | 
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’ the thigh and leg are as little movable in a rotary way (or to 
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either side) as if they were one continuous bone. But, when 
the joint is a little bent, the rotula is not tightly braced and 
the posterior ligament is relaxed; therefore, this bone may 
be moved slightly to either side or moderately rotated. Since 
one part of the cross ligament is situated perpendicularly, 
and the posterior part is stretched obliquely from the internal 
condyle of the thigh outward, the posterior part of the cross 
ligament prevents the leg from being turned much outward; 
but it could not hinder it from turning outward almost 
around were not that motion confined by the lateral ligaments 
of this joint which can yield little. This outward rotation is 
oi advantage in crossing the legs and turning the feet out- 
ward, though it is necessary that this motion should not be 
great to prevent frequent luxations here. During these mo- 
tions that part of the tibia that moves immediately on the 
condyles is that within the cartilaginous rings, which, by the 
thickness of their outsides, make the cavities of the tibia 


Fig. 1. Before operation. Showing the dislocation of the patella. 


more horizontal by raising their external sides where the 
surface of the tibia slants downward. The cartilages being 
capable of changing a little their situation contribute to the 
different motions and postures of the limb and likewise make 
the motions larger and quicker. 


Etiology: The foregoing anatomic considerations 
seem of some importance in studying the factors 
which may be operative in the production of patellar 
dislocations. While this phase of the subject may be 
imperfectly understood, it is believed there is a con- 
genital predisposition which may manifest itself in 
one or several ways: (a) there may be embryological 
defect as a result of which the patella develops in the 
wrong place and is abnormally small; (b) the lower 
extremity of the femur may not rotate inward suf- 
ficiently; (c) the outward traction exerted by the 
quadriceps tendon may be too strong because of pre- 
dominance of the vastus lateralis. All the factors 
mentioned may be concerned in the production of the 
luxation. 

Many years ago it was the contention of Bigelow 
and other authors that congenital dislocations were 
due to muscular paralysis. Luxations from osseous 
disease are unaccompanied by active muscular con- 
tractions and are easily distinguished. It is well 
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known that any joint in the body is liable to partial 
or complete congenital dislocation from muscular 
retraction. In early fetal life the articulating cavities 
are imperfectly formed and ‘the articular extremities 
may easily escape from their normal positions. The 
progress of the luxation may depend upon arrested 
muscular development, physiological muscular con- 
traction, and superincumbent body weight. These 
forces eventually make complete luxation which was 
at birth only partial. 


Fig. 2. After osteotomy. Patella dislocation unrelieved. 


Inciaence: It is claimed by many authors, especial- 
ly Keen and White,’ that congenital luxations of the 
patella are very rare, the majority of the cases re- 
ported as such being habitual or permanent disloca- 
tions developed during infancy or childhood. In 
some instances the cause may be exaggerated genu 
valgum ; but in most cases it can only be said the af- 
fection develops gradually, the patella slipping out- 
ward as the knee is flexed. “This has been known 
to follow incision into the joint through fibers of 
the vastus internus.” (Keen). It is stated by Whit- 
man that the patella may be displaced upward as a 
result of extreme genu recurvatum, and in rare in- 
stances it may be displaced inward or downward; 
but far more often the displacement is outward. 
Fifty cases of this type are recorded, in most of which 
it was a complication of congenital genu valgum. 
‘Whitman? applies the term “slipping patella” to an 
abnormal laxity of the supporting tissues allowing 
displacement of the patella upon or to the outer side 
of the external condyle. The predisposing cause is 
usually genu valgum. Sixty-six cases of this type 
have been collected by Weimuth; of these 32 were 
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congenital, 14 traumatic, 20 pathological, in origin. 

According to Erichsen,* patellar dislocations are 
infrequent, but may occur in four directions: (2) 
outward, (b) inward, (c) edgewise or vertical, and 
(d) upward. Outward dislocation is the most com- 
mon type, the bone being thrown upon the outer 
side of the external condyle of the femur, with its 
axis directed somewhat backward and downward, so 
the inner margin is directed forward. The knee is 
flattened in front, and is broader than usual; the pa- 
tella can be felt in its new situation, and the muscles 
forming the quadriceps extensor are rendered tense, 
more especially the vastus internus; the leg is some- 
times extended, but more frequently the knee is 
slightly flexed. This accident usually happens from 
sudden muscular contraction, especially in persons 
who are knock-kneed. In some cases it has been oc- 
casioned by direct violence, the bone being driven 
out of its position. Most frequently the patella is 
only partially displaced outward, with some rotation 
of the bone in the same direction. 


Case Report: A female child, aged 9 years, was 
recently brought to me because of an unusual type 
of deformity, one which I had never before encoun- 
tered, viz., congenital bilateral outward patellar dis- 
location. The child was otherwise normal and in per- 
fect health. There was no history of other abnor- 
malities in the family. The mother stated that when 
the child first tried to walk it was noticed her legs 
assumed an exaggerated position of genu valgum, 
and when attempting to stand she was unable to 
sustain her weight. Development of the quadriceps 
muscles probably tended to gradually increase the 
degree of existing deformity. 

Both patellz were dislocated outward to such a 
degree that it seemed impossible they were ever in 
the normal situation on the anterior surface of the 
knee joints. With the child in a standing position 
the patelle were more under the posterior than over 
the anterior portion of the knees, this position being 
permitted by marked overstretching of the patellar 
ligaments and the quadriceps extensors. 

Operation: A subcuteaneous osteotomy was per- 
formed above the epiphyseal line on the outer sur- 
face of both external condyles, thus placing both legs 
in an extreme position of genu varum, in the hope of 
thereby replacing and maintaining the patelle in 
normal position ; but it is doubtful whether this pro- 
cedure will be sufficient to overcome the deformity, 
because the tissues on the outer surface are markedly 
shortened by contraction, and those on the inner sur- 
face are relaxed and stretched to a degree that there 
will be a tendency to recurrence. (Subsequent 
events proved the truth of the foregoing prediction). 

The second operation was performed six weeks 
later, the method of procedure being that of Kro- 
gius, which is illustrated in Whitman’s Orthopedic 
Surgery, Figure No. 368. Briefly the technic is as 
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follows: The contracted capsule is divided (on outer 
side) and the patella forced into its normal position, 
From the redundant capsule (on inner side) a strip 
one inch or more in width,—from the tibia to and in- 
cluding the muscle,—is separated from the synovial 
sac and the musculoaponeurotic section carried over 
to patella to fill the opening in outer parts of cap- 
sule. The various incisions are then closed with 
sutures. Whitman adds that in extreme cases the 
tibial tubercle with attached tendon may be removed 
and reimplanted on the inner aspect of tibia as sug- 
gested by Wolff and Walsham.* The limb should 
be held in extended position for a time and afterward 
supported by brace or kneecap for several months, 
Subsequently massage and exercise for restoring 
tone of the weakened muscles should be employed. 


Fig. 3. Krogius’ operation for displaced patella. (From Whit- 
man’s Orthopedic Surgery). 


The combination of osteotomy and the Krogius 
operation proved eminently successful in the case re- 
ported. The deformity was corrected, the patellz re- 
duced and maintained in normal position. The usual 
knock-knee braces were worn during the day for six 
months to prevent the recurrence of deformity. 

Final result: Good function; complete extension; 
flexion to within ten degrees of normal range; legs in 
good position; stable, no pain, free, active motion; 
patient walks without limp. 

Insofar as revealed by search of the literature at 
my disposal, the first example of congenital bilateral 
outward dislocation of the patella was recorded in 
1872 by Whitehouse® of London. The patient was 4 
boy of seven, who was admitted to hospital because 
of left femoral fracture. Examination showed the 
right patella so displaced that its inner articular facet 
rested upon the outer condyle, and when the knee 
was flexed luxation became complete. Dislocation of 
the left patella was less marked. The bilateral de- 
formity had existed since birth. 

Whitelocke® states that only two classes of patellar 
dislocation, the outward and the rotary, require con- 

*Albee* would prevent displacement by elevating the external 


condyle. This is split on its outer aspect, pried upward with a chisel, 
and the interval filled with a graft taken from the tibia. (Whitman). 
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sideration. The causes of acute outward dislocation 
are commonly muscular action, knock-knee, loose and 
lax ligaments,.or injury. The leg is usually found 
fixed with limitation of further flexion, the patella 
is firmly fixed in an abnormal position. Reduction is 
usually easy, but there is considerable damage to the 
capsule and ligament. Rest, gentle pressure and 
splints are first used, then later massage. ‘The true 
amount of damage done is not often realized or de- 
tected and the prognosis should be guarded. Three 
operative cases are cited, and in each the joint cap- 
sule was torn and the tissues badly lacerated. The 
only method to complete the repair and bring about 


gga After operation. Lateral view showing patella in its proper 
place, 


normal conditions is by surgical intervention. In 
chronic cases mechanical appliances are employed. 
Operative methods of the past have been “reefing” 
the medial side of the capsule or transplanting the in- 
sertion of the patellar ligament. Method of ingraft- 
ing the gracilis tendon into patellar ligament: In- 
cision is made over inner side of knee, the gracilis 
tendon found under the sartoris muscle, a slit made 
in patellar tendon and gracilis tendon sutured there, 
wound then closed. A splint is worn for two weeks 
until tissues firmly united. In nine cases this method 
gave satisfactory results. 

Mouchet and Durand’ cite a case of bilateral, com- 
plete, irreducible, congenital luxation of the patella. 
The patient, aged 10 years, walked with difficulty, and 
although able to ascend stairs, was unable to descend 
without falling. The patella were luxated external- 
ly and atrophy of patellar tendons and quadriceps 
muscles was very pronounced. The operative technic 
employed (a modification of that first devised by 


‘Roux) consisted of four steps: (1) A semilunar in- 


cision with its concavity upward was made over the 
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site of the luxated patella so that it extended 4 or 5 
cm. further upward on side of the luxation. (2) The . 
anterior tuberosity of tibia was detached and the pa- 
tellar and quadriceps tendons were freed. The tibial 
tubercle, tendon, and patella were then drawn through 
a buttonhole incision in anterior portion of the cap- 
sule of knee: (3) The tibial tubercle was secured to 
the anterior surface of tibia by a small screw: (4) 
The lateral margins of the patellar tendon were 
sutured to the edges of their new bed. Following 
operation, the leg was immobilized in extension for 
six weeks. Post-operative treatment consisted in 
massage, Hot water baths, and passive motion, with 
gradual active movement at end of two months. 
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PREPARATION OF THE PATIENT FOR A 
RECTAL OPERATION 
CHARLES J. Druecx, M.D. 


Professor of Rectal Diseases, Post-Graduate Hospital 
and Medical School, 
Cuicaco, 


In no department of surgery is proper preopera- 
tive preparation of the patient more important, or 
his general well-being better served by such care, 
than in the treatment of conditions of the lower 
bowel. 

The surgeon must consider many things besides 
the purely technical part of his work because latent 
conditions may become active and take the life of 
his patient even though the operation itself was skil- 
fully performed. Many patients die who might 
have been saved had they been properly studied be- 
fore operation, and others have failed to obtain their 
full relief because treatment should have been first 
directed to some underlying condition. 

The preparation of the patient for operation has 
for its object the elimination of toxins and securing 
as nearly as possible asepsis of the field of operation, 
thus fortifying the patient for the ordeal. The 
amount of preparation necessary will depend upon 
the condition of the patient and the character of 
the operative procedures. 

Only in a very few cases of extreme emergency 
should we operate without a complete examination 
of all the organs of the body, resulting, if possible, 
in a definite diagnosis. A mutilating operation for 


syphilis, tuberculosis, amebic dysentery or condylo- 
mata is a sad commentary on the surgeon’s early 
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training. It is not a rare occurrence for a busy 
surgeon to amputate for prolapsis in paresis, or to 
operate upon ulcerated hemorrhoids in cases of 
malignancy or muco-colitis. 

I have at times been called to distant parts to 
attend a patient with the diagnosis already made, and 
been expected to operate without having time or 
facility to verify that diagnosis, and perhaps without 
having the urine analyzed or ‘the condition of the 
heart or other organs inquired into. Such a course 
leads to failure to get the desired results. 

Every patient must be studied individually to de- 


termine his idiosyncrasies because while routine ex- 


aminations are good as far as they go, they do not 
go far enough. Unless acute conditions demand 
immediate atte~tion, all individual factors of the 
patient should be considered before interference. 
The respiratory and circulatory, the genito-urinary, 
the reproductive, and the alimentary systems should 
be examined, and constitutional diseases and local 
abnormalities palliated or removed. Ample time 
taken for this; it should not be postponed until just 
before the rectal operation. 

The physical examination, which should invari- 
ably be made before any patient undergoes a surgical 
operation, is incomplete without a study of the 
blood pressure. Some of the pathologic conditions, 
that bear directly on the chance of recovery from 


the operation and the anesthetic are indicated by _ 


characteristic blood pressure readings. Nephritis is 
accompanied by a marked increase in the systolic and 
diastolic pressures. Tuberculosis is regularly ac- 
companied by a low systolic pressure. Myocarditis 
is indicated by a low pulse pressure. Incompetence 
of the aortic valve is indicated by a high pulse pres- 
sure. Incompetence of the aortic valve is indicated 
by a high pulse pressure and a low diastolic pressure. 
On the day of operation, the readings are frequently 
low as a result of the preparation, including cathar- 
sis and deprivation of food and water, and following 
preliminary medication. 

The means and methods of determining the func- 
tional activity of the urinary system are not so well 
known and may be considered in their development- 
al stage. There are two important factors to be 
thought of: one, the estimate of activity of excre- 
tion of the kidneys—the amourt of body poison 
which they throw out through the urine ; the other, the 
amount of such poison products, which they fail to 
throw out, and which are retained in the blood and 
tissues of the body. While some consider the de- 
termination of this latter (the amount of retained 
products) the more important of the two, it seems 
more pertinent to say that the estimates should be 
based on both principles—the determination of both 
excretions and retentions. 
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Low renal functioning is obviously indicated, for 
instance, by the presence of a small amount of urine 
secreted in 24 hours, low specific gravity with de- 
creased urea and total solids. But in'many cases the 
situation is not so obvious. 

There may be a large urinary output in 24 hours 
with moderate specific gravity, and conditions may 
look satisfactory, but in reality the patient may top- 
ple into suppression of urine, acidosis and death on 
slight provocation. It takes some of the more 
refined tests to disclose this in time to warn the 
surgeon. 

In a paper on Preoperative Treatment for Post- 
operative Comfort, Glass and Wallace, in The Jour. 
A.M. A., January 7, 1922, say: “It is our belief that 
a large amount of postoperative discomfort results 
from acidosis and traumatic shock. The operator is 
chiefly responsible for the latter, and with judicious 
care should be able to greatly minimize this factor. 
Acidosis in various degrees is present in most post- 
operative cases.” 

Following all ether anesthesia acetone bodies are 
found in the urine, while there is a decrease in the 
carbon dioxid combining power of the blood plasma 
showing a decreased alkali reserve and an early stage 
of acidosis.‘ Short? reporting on a series of patients 
whose urine and blood were examined before and 
after operation states that the acetone bodies increase 
and that the plasma bicarbonate decreases. Cald- 
well and Cleveland,’ in a series of 100 cases, found 
acetone present in 23%, and diacetic acid present in 
13% before operation, while after operation the 
percentage was 72 and 50, respectively. Ross,* gives 
50% and 35% after operation. Austin and Jonas,’ 
determined the carbon dioxid combining capacity 
after ether anesthesia, and found a maximal de- 
crease of 10% by volume, the lowest amount ob- 
served being 47% by volume. Cannon,® Morris,’ 
and Henderson,® agree that there is a definite de- 
crease in the alkali reserve. 

A routine was inaugurated so that every patient 
when possible received sodium bicarbonate, 15 
grains (I gm.), and lactose, 5 grains (0.3 gm.), 
every four hours for six or eight doses before oper- 
ation. 

Diabetics are unfavorable surgical subjects and 
usually have much acidosis, are intolerant to shock, 
and their wounds readily become infected, requiring 
extreme care during operation and much prelin- 
inary correction. Cardiac disease does not contra- 


indicate operation, but most patients of this type 
should be spared general anesthesia; and as the ma- 
jority of operations are readily, painlessly and satis- 
factorily performed under improved methods of 
local anesthesia, patients with heart disease may be 
given any required surgical attention. 


Pulmonary 
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cases require special consideration before as well as 
after operation. 

Obesity is important and needs special attention. 
Obese individuals withstand fasting well and obesity 
may be a valuable asset for that reason ; but that they 
become cyanotic easily, are always troubled with 
excess saliva and mucus secretion, and are prone to 
fatty heart, must always be kept in mind. _ 

Probably the most important factor of all that 
may mar the success of a well performed operation 
is syphilis. There is scarcely an operation that the 
surgeon is called upon to do that this dread malady 
may not influence, either locally or through its con- 
stitutional effects, rendering the best results impos- 
sible, or in some instances causing the death of 
the patient. This is especially true in abdominal and 
pelvic work, which cause much greater shock than 
operations upon the extremities. Like the great 
white plague, syphilis is everywhere. It has no lim- 
itations as to age, sex or local conditions. But un- 
like tuberculosis it exists in places where least ex- 
pected, and casts its blighting shadow where it is not 
supposed to exist. Many patients have been oper- 
ated upon with failure to get good results who 
might better have been put through a course of anti- 
syphilitic treatment. 

Marchlow (Deutsche Medizinal Zeitung) says 
that within the last three years he has operated on 
two hundred syphilitic individuals, mostly women, 
and has observed that in these patients there is a 
certain diathesis which exerts an unfavorable influ- 
ence upon the ultimate result of the operation. The 
diathesis consists especially in changes in the vas- 
cular system, morphological changes in the quality 
of the blood, and specific changes in the skin itself. 
These changes naturally play an important part in 
the process of the cure. The syphilitic diathesis 
lacks uniformity in the various organs and tissues 
and is more marked in the gummatous stage. In 
operating on: syphilitic individuals, hemorrhage of 
the tissues, namely in the gummatous stage, occurs 
very easily; even in extraction of teeth hemorrhage 
may occur. 

‘In certain instances pigmented infiltration of the 
edges of the wound is observed so that the latter 
are elevated above the edges of the skin surface. 
Primary intention, even with the most scrupulous 
care, frequently fails, and even the healing of the 
granulations is slow and weak. The granulations 
are scarce, mostly in the stage of fatty degeneration, 
occasionally large, edematous and colorless. ‘The 
Wound gives off a profuse stinking secretion, and 


its edges become atrophic. Washing with carbolic 


acid easily leads to necrosis in the region of the 
wound, whereas the local application of warmth 
exerts a favorable influence upon it. Plastic oper- 


‘ations are often without result in syphilitics. This 
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syphilitic diathesis is very mild at times, not at all 
marked in persons who have a mild form of the dis- 
ease, or in those who have passed many years before, 
as well as in individuals who have been subjected to 
an energetic specific treatment.’ 

The danger of transmission of syphilis to the sur- 
geon and attendants must not be forgotten; all 
should be made acquainted with its existence in- 
cluding the anesthetist. Syphilitics should receive 
preoperative specific medication and operation should 
be delayed as long as is compatible with their condi- 
tion. 

Laxatives. The need of emptying the colon by 
catharsis before operating upon the pelvic bowel 
varies widely, sometimes being quite unnecessary and 
sometimes essential. Its main purpose is to cleanse 
the bowels of any gas or feces that might interfere 
with the attainment of the best results from our 
operative work. Another is to have a comparatively 
empty colon in those cases in.which it may be de- 
sirable to keep our patient constipated for two or 
three days after the operation. The surgeon may 
find during his examination that even though diar- 
rhea is complained of, a fecal stasis exists in the 
colon. 

Patients sometimes come to the hospital with 
serious abdominal affections and desire an operation 
the next day, who should be prepared for operation 
for several days, or even weeks, to get them in as 
good condition as possible. It is the rule that these 
people are constipated and the bowels are filled with 
excrement and ptomaines that should be cleared out 
before any operative procedure is even thought of. 
It is really surprising how much old, dry, hard ma- 
terial may remain in the bowel for days, and ap- 
parently for weeks, even after a large amount of 
salines has been given. These patients may have 
taken cathartics until the stools were composed of 
nothing but watery secretions of the bowels and yet 
several days later, hard, solid stools were passed. 
There seems to be an accumulation in the cecum that 
is with difficulty dislodged. 

I have found that two or three ounces of glycer- 
ine, given as an enema, and followed by a pint of 
hot, soapy water, will start these masses, and clear 
the entire colon. Glycerine and olive oil in equal 
parts, taken in tablespoonful doses, three times daily 
for several days, will act as a gentle laxative and 
often accomplish more than the more drastic cathar- 
tics. The mistake is often made of purging and 
starving these patients too severely immediately pre- 
ceding the operation. Many of them are very weak 
and the added drain on the system is more than they 
are able to stand. 

It should be borne in mind that hypercatharsis 
(a) weakens the patient; (b) still further weakens 
peristalsis; (c) aggravates post-operative thirst ; and 
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(d) by draining the circulation, stimulates all the 
absorbent functions, and thus lays the foundation for 
systemic sepsis in the presence of unavoidable infec- 
tion. The practice is wholly wrong, and should be 
abandoned. 

In some instances a gentle emptying of the lower 
bowel may be deemed necessary and the drug pre- 
scribed is of moment. Sometimes it is well to have 
our patient use that laxative which he has: found to 
agree with him. At other times the physician may 
suggest some other drug, having in mind a special 
object. The compound licorice powder (half an 
ounce) or castor oil (one ounce) usually acts well. 
Several different methods have been used to disguise 
the odor of castor oil. Its disagreeable taste may be 
concealed by giving the dose in hot milk flavored 
with salt and a sprinkle of black pepper. It is neces- 
sary to have the milk warm enough to mix with the 
oil or some of it will float on the surface. A patient 
who objects to castor oil may take it in this way and 
not recognize what he is drinking. Castor oil can 
also be made more palatable by adding lemon juice. 
The former method is probably more palatable for 
a patient who can take milk. The salines are contra- 
indicated in the presence of hemorrhoids, fissure or 
other ulcers of the pelvic bowel. 


A patient may come to us half starved and with 
« collapsed intestine and may not need even an 
euema, or perhaps only a mild stimulating one to 
relieve the sigmoid flexure, or an ox-gall enema to 
suften and remove a few hard fecal masses from 
a dry, sluggish rectum. In such a case only harm 
could come from routine purgation and dieting. On 
the other hand, the patient may be a strong, hearty 
eater, with a full abdomen and powerful abdominal 
muscles, who requires active purgation to remove 
foul gases and diminish intraabdominal pressure, 
and who can stand any amount of dieting. One 
patient may be constipated habitually and on that 
account require a powerful laxative, another may 
always have daily movements and require only an 
enema. A restriction of diet will sometimes pro- 
mote abdominal flaccidity better without a laxative 
than with it. If a preoperative laxative is given it 
may well be given three or four dary before, and 
the alimentary canal then allowed to function nor- 
mally. The last food that the patient takes before 
the laxative should have time to leave the duodenum 
and to be absorbed before the rapid peristalsis con- 
nected with purgation begins. After the purgation 
has ceased, none but easily digested food in properly 
regulated quantities should be given, such for in- 
stances, as the quickly absorbable forms of sugar, 
meat extracts or nutritive wines, or, if the patient is 
very weak; predigested food, until the upper intestine 
has sufficiently recovered from its fatigue to resume 
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normal function, which may be before or not until 
after operation, according to the requirements of the 
patient. 

Diet before operation is a matter of importance. 
A diet that is easily digested, leaves little residue and 
reduces gas, will contribute to the patient’s comfort, 
but the individual’s wishes must be considered. 
Liquid diets usually increase the gas in the intestines. 
Fruits, sweets, vegetables and milk are prohibited. 
Because of the possible danger of tetanus infection 
in all operations all raw food should be forbidden 
for three days preceding the operation. Elsewhere 
(Dietotherapy in Diseases of the Pelvic Bowel) | 
have outlined a diet list. 


A cup of tea or cc fee in advance of the opera- 
tion sometimes gives the patient a feeling of resist- 
ance that does not belong to an empty stomach. 

Patients who are greatly depressed physically by 
prolorged infection or the loss of blood are more 
susceptible to complications following an operation 
and will improve remarkably if given a few days 
or a week with absolute rest in bed, a nutritious and 
carefully selected diet, malt and ton'cs. Daily baths 
a-d alcohol rubs do much to rejuvenate such indi- 
viduals. Very nervous patients require peculiar 
management avd one or two days delay after decid- 
ing upo” operation may be quite a strain from the 
wakeful nights, disturbed digestion and nervous ap- 
prehension it may occasion. With such individuals 
it may be well not to announce our plan until the 
day set for operation provided a proper understand- 
i-g can be had with relatives. With many patients 
much of the routine can be carried on at home. 


The patient’s entrance into the hospital should be 
prearranged so that he will be expected when he 
arrives and be given a becoming reception. First 
impressions are most lasting and should always be 
favorable. The environment should be pleasing and 
suitable to the patient’s disposition; the getting 
acquainted ceremony should be easy and natural and 
should then be “shoved into the distant past” as 
quickly as possible. Only good cheer should sur- 
round the patient. Patients readily tell their troubles 
as a rule, and it is with ease that the nurse soon 
knows all; but she of course must use tact in getting 
necessary information. 


In many instances catharsis and dieting are not 
required and upon the patient’s admission into the 
hospital on the day or evening before the operation 
he is given a general bath and a full tray for supper. 
Before retiring the colon is emptied with a one- 
quart enema of water to which has been added three 
teaspoonfuls of salaratus (baking soda). This 


causes little or no griping as so frequently does the 
soapsuds enema. This flushing is repeated until 
the fluid returns clear. The buttocks and perineum 
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are shaved, but no dressing is applied because its 
mere presence during the night usually causes a 
great deal of annoyance and keeps the patient awake. 
If dressings are put on they will become displaced 
ard the efforts at sterilization will be frustrated. 
The patient is now offered a glass of drinking water 
every hour while awake up to three hours before 
the time set for the operation. Where the patient 
has been troubled with insomnia 30 grains of a 
bromide salt may afford a night’s rest and thus in- 
crease the power of resistance. Patients who are 
opium users may or may not inform the surgeon of 
this fact even if questioned on the subject. Of 
course in some individuals morphine addiction is 
seen by the contracted pupil, needle-pricked legs, 
etc., but in some persons who have recently begun 
the habit it is not so evident. It is not wise—in fact, 
it is impossible—to take away the morphine before 
the operation, or even to limit the amount taken to 
any marked degree, because to remove it suddenly 
would cause very serious depression. After the 
operation, however, it may be very much reduced 
in amourt, and plenty of nourishing food substi- 
tuted for it. Wylie, of New York, recommends oil 
and glycerine to which he adds a little atropia, and 
says that it controls the desire for stimulants. 

A patiert going to operation “scared half to death” 
has more surgical shock than most should have at 
the close of the operation. 

Preliminary narcotic medication is of advantaye 
in many cases to eliminate the psychic trauma and 
prevent the rise of blood pressure occasioned by the 
nervousness of anticipation of the operation. One 
hour before the anesthetic is administered our pa- 
tient is given a hypodermatic injection of morphine, 
gr. 14, hyoscine hyrobromate, gr. 1/100, atropine 
sulphate, gr. 1/150. At this time he is also given a 
cup of hot coffee or tea unless there is some contra- 
indication. 

The morphia steadies the patient’s nervous system, 
allays fear of the impending operation, and narco- 
tizes the centers in the brain, so that they do not so 
readily receive painful impressions carried by the 
sensory nerves, tending thereby to prevent shock. 
Atropine, a good respiratory stimulant, lessens the 
amount of mucus secreted in the mouth, pharynx 
and bronchi during anesthesia. 

At this time before the narcotic becomes effective 
it is well for the patient to empty his bladder volun- 
tarily. He will then probably expel any fluid re- 
tained in the bowel. 

The surgical cleansing and preparation of the 
field of operation is a vital procedure, and should 
always be done by one thoroughly cognizant of the 
principles of asepsis (either a competent nurse or 
the surgeon himself). The whole operative field 
should be shaved and thoroughly scrubbed with 
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warm water, soap and a piece of gauze. After 
thorough drying, and not before, a 3.5% tincture of 
iodine is swabbed over the skin and then wiped off. 
Many skins are sensitive to iodine, some are even 
blistered. Men’s skins are often more sensitive than 
women’s. A sterile towel is then placed over the 
field until the surgeon is ready. 


The patient is to be properly clad, that the body 
may not chill, keeping in mind warmth, comfort and 
easy access not only to the field of operation but to 
all parts of the body. 

Surgeons are frequently called on to operate upon 
the anal region at a time when no assistance is 
available; and it is then difficult to secure proper 
exposure. Under such circumstances I have utilized 
two adhesive strips about 544 inches (14 cm.) long 
by 2 inches (5 cm.) wide, according to the size of 
the patient’s buttocks. To one end, which has been 
folded upon itself, is attached a long strip of tape 
or bobbin. The other end is divided into three equal 
strips about 3 inches (7.5 cm.) long. The middle 
strip is then made a half inch (1.3 cm.) shorter. 
The patient is put in the lithotomy or the knee-chest 
position. The middle strip is attached at the side 
of the anus (the region being shaved), and the su- 
perior and inferior strips are fastened above and 
below. This procedure is repeated with the second 
strip on the opposite side. The patient now pulls 
the buttocks apart while the surgeon ties the tapes 
in front. In practically every case I have found 
that this gives excellent exposure for the common 
surgical operations on the anus and rectum. 

The choice of anesthetic for rectal operation may 
often require consideration. Spinal anesthesia, 
although ideal when successful, is really the most 
dangerous; few now remain of its former cham- 
pions, since there have been so many deaths from 
its use. 

When there is no serious heart lesion it seems 
quite permissible to use gas anesthesia when the op- 
eration is of short duration but in major operations 
ether is the choice. Regional anesthesia is partic- 
ularly desirable in many cases and is very satisfac- 
tory. 
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SHOULDER SPRAIN AND “TRAUMATIC 
ARTHRITIS” 

For obvious anatomical reasons, sprain of the 
shoulder is less easily recognizable as such than, for 
ccample, sprain of the knee or ankle. The capsule 
or the shoulder-joint is quite lax and the ligaments 
do not support the arm; this is accomplished by 
sume of the surrounding muscles. It is reasonable 
w assume, therefore, that in sprain of the shoulder 
there is more or less participation of these juxta- 
articular structures—a traumatic periarthritis. In 
1y11 T. Turner Thomas described small tears of the 
axillary portion of the capsule as occurring in 
sprains and he believed that the contracture result- 
ing from the periarthritis thus produced is the 
common lesion in “stiff and painful shoulder.” 

Sprain of the shoulder produces severe spontane- 
ous pain, increased by passive or attempted active 
movement in any direction. In should be treated 
from the very outset by graduated abduction in 


‘recumbency, without fixation. An ice-bag may give 


much relief in the first hours, and sedatives may 


-also.be required. Gentle massage should be begun 


very early and movements, within the limit of pain, 


after a few days. Later, radiant heat or diathermy 


is often helpful to encourage absorption of exudate 
and to relax muscle strain; and carefully controlled 
exercises should be employed to restore full active 
movement in each direction. Chronic “synovitis” 


EDITORIAL 
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may develop if intelligent treatment is not pursued. 

The physician should not commit himself to the 
diagnosis of sprain of the shoulder after a fall, 
especially a fall upon the hand, for he may be em- 
barrassed a couple of weeks later to find that he 
has to deal, instead, with a more serious condition— 
subacute traumatic arthritis. Jones, especially, has 
called attention to this as developing two or three 
weeks after a fall on the hand such as produces a 
Colles’ fracture. He aptly described it also as 
“stubbing of the shoulder” and attributes it to crush- 
ing or bruising of articular cartilage, the pain and 
stiffness appearing when vascularization is active. 
It should be treated by resting the joint in abduc- 
tion for “at least three weeks.” There is a ten- 
dency in this condition to the development of ad- 
hesions that lock the joint. If this occurs in spite 
of abduction or from neglect of it, breaking the 
adhesions under narcosis will probably be required. 
This should never be performed until all inflamma- 
tory symptoms have subsided and then must be con- 
ducted with great care lest damage be done to blood- 
vessels, nerves or other soft parts or to the bones 
themselves. It should be followed by holding the 
arm in abduction of at least 90°, but preferably 
more; and active movements should be begun soon 
after reaction from the manipulation has subsided. 
The brisement may have to be repeated. 


Progress in Surgery 


Selections from Recent Literature 


Thyrocardiacs: Their Diagnostic Difficulties: Their Sur- 
gical Treatment. A Relatively New Field for Sur- 
gery. Frank H. Laney and Burton E. Hamirton, 
Boston. Surgery, Gynecology and Obstetrics, July, 1924. 

The effect of prolonged thyroid intoxication upon certain 
individuals is to produce auricular fibrillation, and eventually 
true heart failure. In these cases even partial restoration 
of compensation may quite safely be followed by thyroid 
surgery, in properly selected stages. 

Subtotal thyroidectomy in such thyrocardiac cases relieves 
the failing heart of the burden that is making it fail and 
results in nearly all cases in complete relief of a complete 
disability. There is no comparable condition where persis- 
tent heart failure is consistently and safely cured by surgical 
measures. 


Tuberculosis of the Lymph Nodes. Daniet H. BeEssEsEn, 
Minneapolis. The Journal-Lancet, July 1, 1924. 

Protection of the child from infected milk, or from ex- 
posure to an active case of tuberculosis in the presence of 
hygienic environment, as a rule, are sufficient to prevent con- 
traction of the disease. 

The proper administration of rest, fresh air, good food, 
and heliotherapy is the basis of correct treatment in tuber- 
culosis of the lymph nodes. The occasional application of 
surgery, x-ray, and tuberculin are aids to this therapeusis. 

To properly apply heliotherapy the body is zoned into five 
regions: from the foot to the ankle; from the ankle to the 
knee; from the knee to the hip; from the hip to the chest; 
and from the xiphoid up. The first region is exposed to the 
direct sunlight for five minutes in front and five minutes m 
back; this exposure is repeated in one hour. The next day 
the first region is exposed ten minutes, the second five mim- 
utes front and back, and this exposure repeated in one hour. 
The third day the first region receives fifteen minutes ap- 
plication front and back, the second ten minutes and the third 
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five, and the exposure is repeated in one hour. After this 
day the exposures are given only once; they are not re- 

ted. tach region is thus advanced in exposure five min- 
utes tront and back each day. ‘Lhe rapidity to the demands 
oi the individual patient, and the final exposure may be 
greater or less in different cases. ' 

Numerous warnings are given by those experienced in 
heliotherapy against overdosing the patient. While not ot 
irequent Occurrence it sometimes happens that a patient will 
show unusual sensitiveness to the ultraviolet ray and its toxic 
aciion will appear. 


4ne Surgery of Pulmonary Tuberculosis. JoHN ALEx- 
ANDER, Ann Arbor, Mich. American Journal of the Medi- 
cal Sciences, July, 1924. 
“This paper will appear in several installments. The fol- 
wing observations will be developed in the text: 


1. Un account of pleural adhesions, many patients with 


pulmonary tuberculosis that is mainly unilateral do not ob- 
tain from artiticial pneumothorax the full benefit of lung 
compression therapy. 

2, Many among tnem are in sufficiently good general physi- 
cal condition for surgery. ‘The operation of choice is para- 
ertebral thoracoplasty. 

: 3. Any tuberculous lesions in the better lung should be 
inactive or only slowly progressive, if surgery 1s to be un- 
dertaken. 

4. Cauterization, under thoracoscopic vision, of adhesions 
that are preventing adequate lung compression by pneumo- 
thorax should be reserved for those that are long, narrow 
and few in number. ; 

5. In suitable cases operation should be performed as soon 
as artificial pneumothorax has proven itself ineffective; pro- 
crastination may rob these patients of an excellent chance of 
complete cure. 

6. ‘thoracoplasty should be done in two stages, from two 
to three weeks apart. No fewer than 125 cm. or ribs XI tol 
inclusive should be resected. 

7. Local and regional anesthesia is indicated for patients 
whose daily expectoration is more than 40 cc. When less 
than 40 cc., a combination of nitrous oxid-oxygen narcosis 
and local and regional anesthesia is best. ; 

8. The immediate and remote dangers of any operation 
that compresses only a part of a hemithorax are greater than 
its advantages, except in unusual cases. This does not apply 
toa combination of partial thoracoplasty and partial artificial 
pneumothorax. 

9. Neurexairesis of the phrenic nerve may be performed 
with advantage before every thoracoplasty and aiter every 
artificial pneumothorax. ; 

10. Some stiff-walled apical cavities are not obliterated by 
paravertebral thoracoplasty. The supplementary operation 
of parasternal thoracoplasty, or of pneumolysis with muscle, 
fat, gauze of paraffine “fill” should be considered, but not 
performed sooner than six months after the primary opera- 
tion. 

11. Some cavities cannot be collapsed, and by rentention 
of secretions cause severe toxemia. Drainage is occasionally 
indicated for them. ; 

12. Tuberculous empyema is best treated by repeated aspir- 
ations and air replacements, and sometimes with antiseptic 
instillations or irrigations. Only in the presence of dangerous 
secondary infection may open or closed tube drainage be 
used. Persistent empyemas, especially if complicated by fis- 
tula, often require thoracoplasty for their cure. 

13. Favorable results in the surgery of pulmonary tuber- 
culosis depend upon great discretion in the selection of cases, 
early and skilfully executed complete operations and strict 
attention to post-operative care, including not less than six 
months “curing,” preferably at a santorium. = 

14. Among 1024 cases of advanced tuberculosis, reported 
from 1918 to 1923, there was a mortality of 12% during the 
first month after operation (the immediate operative mor- 
tality was about 2%), and 19% thereafter, mostly trom 
tuberculosis in the originally better lung or other organs. 
Twenty-six per cent were improved, and 32% were cured. 
Of the 824 patients managed according to the criteria given in 
Paragraph 13, immediately above, 20% were improved, and 
33% cured. 
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Post-Operative Massive Collapse of the Lungs. CHAxuns 
C. LUND and Max KitTvo, Boston. Ihe Boston Medica 
and Surgical Journal, June 20, 1924. 

The authors conclude: 

Gross displacement of the heart should be looked for in 
all post-operative and post-traumatic pulmonary complica- 
tions. {f it 1s present, with the displacement toward a side 
ot the chest with an area of dulness or flatness, it means 
massive collapse of the lungs. All post-operative pulmonary 
cases in which the diagnosis is doubtful should be studied by 
4-ray. ‘Lhis can be done without danger or discomfort to the 
patient with a portable machine. Recognition of these cases 
1s important on account of the relatively good prognosis un- 
der conservative treatment and of the serious consequences 
which may come if the patient is tapped or pleura explored 
under a mistaken diagnosis. 


The Resection of the Twelfth Rib as an Operation for 
Total Empyema, Cart NaTHER, Vienna, and ALTON 
OcHsNER, Chicago. Surgery, Gynecology and Obstetrics, 
July, 1924. 

Drainage ot a pleural empyema at the anatomically most 
dependent portion is the method of choice. ‘The physical 
aud anatomical factors in drainage are more important than 
the physiological. 

The position of the diaphragm in cases of empyema varies 
considerably before and after operation. Pre-operatively it 
is impossible to determine what position the diaphragm will 
assume aiter the evacuation of the exudate. ‘lheretore it 
1s saiest always to drain at the most dependent portion of 
the pleural cavity. 

The resection of the twelfth rib allows access to the 
pleural cavity at its anatomically most dependent portion. 

A small pleural incision prevents the production of a iarge 
open pneumothorax. In those cases operated upon in the 
formative stage of the empyema before the mediastinum is 


‘ fixed, there is no danger of a resulting “mediastinal flutter.” 


By means of large, heavy, rubber drainage tubes with 
numerous lateral openings the pleural cavity can be com- 
pletely drained independent of the position of the diaphragm. 

Cases of empyema treated by resection of the twelfth rib 
have a shorter convalescence. 

The formation of a chronic fistula is practically impossible 
because as soon as the infection has cleared up and the 
drainage tubes are removed the walls of the wound fall to- 
gether. On the other hand, partial resection of a rib pro- 
duces a splintered wound, the tendency of which is to remain 
open. 

Total resection of the rib does away with the possibility 
of a resulting osteomyelitis of the rib, and therefore one 
factor in the formation of a chronic empyema is eliminated. 


Fractures of the Skull. Murray B. Davis, Nashville. The 
Journal of the Tennessee State Medical Association, 
June, 1924. 

The author concludes: 

All wounds of the scalp should be explored. They should 
be enlarged, if necessary, to allow an investigation of the 
bone directly underneath and in the immediate vicinity of 
the wound. 

All cases of head injury should be kept under observation 
for at least twenty-four hours, to rule out intracranial hemor- 
rhage. 

The blood pressure of every case should be taken every 
hour for the first five hours. A steadily increasing blood 
pressure is diagnostic of intracranial pressure increase. 

An ophthalmoscopic examination and s-ray examination 
should be made in all cases where possible. 

A spinal puncture should be made on all fracture cases. A 
bloody spinal tap is diagnostic of subdural hemorrhage. ~- 

In cases with increased intracranial pressure, the pressure 
should first be relieved, if possible, with repeated spinal taps, 
wv :fore resorting to any drainage operations on the skull. 


Kew Treatment of Congenital Dislocations of the Hip 
in the Adult. (Noveau traitement de la luxation de 
la hanche chez Vadolescent). M. DESCARPENTRIES, 
Lille. L’Echo medical du Nord, June 7, 1924. 

The real difficulty in the treatment of congenital hip 
dislocation in the adult consists not so much in reducing 
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the luxation as in maintaining the reduction once obtained. 
This the author accomplishes by either one or two screws 
through the great trochanter into the ilium at a point 3 cm. 
behind the antero-inferior spine of the ilium and 2 cm. 
above the acetabulum. The dislocation is reduced by trac- 
tion, the screws are inserted and the thigh put up in plaster 
in external rotation and abduction. The screw is later re- 
moved. The results are satisfactory without any limitation 
in the motion of the joint. 


Traction Fracture of the Lesser Trochanter. Irvin 
BALENSWEIG, New York. The Journal of Bone and 
Joint Surgery, July, 1924. 

The author adds five cases to the thirty-three reported 
instances in the literature. 

The injured person is usually able to walk about unassist- 
ed, but with a limp, the thigh being held in slight flexion, 
adduction, or abduction, and rotated outward. Pain is 
always an accompanying symptom when walking. 

With the patient on an examining table, swelling, ecchy- 
mosis and point tenderness in the region of the lesser tro- 
chanter are only occasionally observed, whereas Ludloff’s 
sign is always found, and is pathognomonic. With the 
patient in the recumbent position, partial flexion of the ex- 
tended limb may be possible due to the action of the tensor 
fasciae femoris and rectus femoris muscles, but when in 
the sitting posture this action cannot be performed. Pas- 
sive movements can be carried out in all directions; exten- 
sion and abduction, however, may be partially restricted and 
painful. Treatment is by plaster spica. 

In the elderly, suffering from fracture of the lesser tro- 
chanter, the symptoms simulate those of fracture of the 
neck of the femur, and as such have been formerly treated. 

The outstanding points of interest are: The presence 


of the lesion in boys between the ages of ten and twenty; 


the diagnostic sign, that of loss of flexion and the rapidity 
of cure as a result of conservative therapy. 


Habitual Dislocation of the Patella, W. E. Gaui, and 
A. B. Lemesurier, Toronto, Canada. The Journal of 
Bone and Joint Surgery, July, 1924. 

The operation the authors describe consists in tethering 
the patella itself, by a strand of tendon or fascia, to the 
internal condyle of the femur at the point which forms the 
center of the circle through the arc of which the patella 
moves on flexion and extension of the knee. Transplants 
of tendon, when not too thick, and transplants of fascia, live 


indefinitely and retain their characteristic structure and . 


strength. It is only necessary to make certain of solid 
union of the tendon or fascia to both the patella and the 
condyle to obtain the desired result. This solid union can 
be obtained, by carefully clearing the transplant of all 
areolar coverings and then placing it in intimate contact 
with denuded bone over a sufficiently large area. 

The tethering of the patella is accomplished through three 
small incisions, one on each side of the patella and one 
over the most prominent point of the internal condyle. Two 
transverse holes are drilled through the patella about half 
an inch apart and two slightly larger holes are bored in 
the internal condyle. A strip of fascia lata, ten inches long 
and half an inch wide is then obtained through an incision 
on the outer side of the thigh and thoroughly scraped free 
of areolar tissue. A stout ligature is tied to each end to 
facilitate insertion. This strip is then passed through the 
holes in the patella so as to leave a loop at the outer side 
of the bone. The free ends are then drawn through a sub- 
cutaneous tunnel to the incision over the internal condyle. 
Here they are passed in opposite directions through the 
hole in the internal condyle so that they overlap each other 
both in the tunnel in the bone and an inch or more beyond 
it. The fascia is then drawn taut and the loop is completed 
by careful suturing with chromicized catgut. 

The operation has been performed in all seven times. 
Two patients weré operated upon in 1918, two in 1919, one 
in 1920, one in 1921, and one in 1923. All have perfect 
functional results and in no case has there been a recurrence. 
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A Case of Multiple Bone Lesions of Atypical Roentgen. 
ographic Appearance With the Pathologic Findings, 
Multiple Tuberculous Osteomyelitis With Both 
Formative and Destructive Lesions. Cuarzzs L, 
Brown and Daniet M. Stieret, Boston. The Journal 
of Bone and Surgery, July, 1924. 

This case is that of a child one year and eight months 
old with proved disseminated tuberculosis, visceral and 
skeletal, studied postmortem, in which there was involve- 
ment of one ulnar, one tibia and one fibula. These bones 
showed roentgenographically well-developed periostitis of the 
shaft. Sections through the lesions showed, especially, new 
subperiosteal bone formation, giant cells and tubercles in 
granulation tissue. It is a striking case both in the location 
of the tuberculosis in the diaphysis and in the absence of 
the rarefaction that is more characteristic of bone tubercu- 
The case is reported as one that illustrates the diffi. 
culty of differentiating roentgenographically between pyo- 
genic osteomyelitis, tuberculosis, and syphilis. The case 
exemplifies predominately formative reaction in tubercu- 
losis of bone. 


Scarlatinal Arthritis. ALEXANDER Jor, Edinburgh. Edin. 
burgh Medical Journal, June, 1924. 

Forty-nine cases were observed personally by the writer, 
while the records of 24,012 cases were used to provide a basis 
for the statistical inquiry. 

Scarlatinal arthritis is a transient condition appearing 
early in the fever and is characterized by stiffness or actual 
pain in one or more joints, which later may become swollen 
and hot to the touch. Accompanying this is some constitu- 
tional disturbance, usually a rise of temperature. The con- 
dition may subside at this stage, or a succession of joints 
may be involved, and coincident with the arthritis, myositis 
may be present to a greater or less extent. The patient re- 
turns to a normal convalescence in a few days and suppura- 
tion is extremely rare. 

The onset is usually gradual, taking about twelve hours to 
develop, a rise of temperature and pain being the first indi- 
cations of the arthritis. It is doubtful if there is any as- 
sociation between the time of appearance of the arthritis and 
the severity of the attack, cases occurring early in the fever 
being, in the writer’s experience, no more severe than later 
ones. Pain is often the first symptom and comes on gradually. 

Out of 49 cases, 30 showed definite symptoms and signs 
of arthritis in several joints without swelling appearing at 
any time. : When it does appear it is not very great, and is 
best seen in such joints as the wrist and fingers. It is chiefly 
confined to the periarticular tissues, and puncture of the 
joint cavity yields scanty results. The swelling passes off 
rapidly as a rule and is the most transitory of all signs. Red- 
ness of the joint was never seen in the present series of 
cases. 
_ In 49 cases the joints involved were, wrists 27.34 per cent, 
interphalangeals and metacarpophalangeals 22.2 per cent, 
knees 14.52 per cent., shoulders 14.09 per cent., elbows 12.8% 
per cent,, and ankles 7.25 per cent. Thus, the small joints of 
the wrist, hand, and fingers account for nearly 50 per cent. of 
all joints involved. 


The Present Status of the Surgical Treatment of 
Chronic Duodenal and Gastric Ulcer. Cuarzes H. 
Peck, New York. Annals of Surgery, July, 1924. 

Peck opposes the tendency to radical measures of reset- 
tion of the stomach for the cure of ulcer. He describes 
his technic of gastroenterostomy and concludes: 

1. Surgical treatment of duodenal ulcer should not be 
resorted to until it is evident that the case is chronic and 
that medical treatment has failed to give adequate relief 
or to effect a cure. 

2. The operation of choice should be simple gastroenter- 
ostomy without pyloric exclusion. The more radical meth- 
ods of resection should be reserved for cases with severe 
hemorrhage; those in which the simpler operations have 
failed to give relief or cases of gastro-jejunal ulcer. Gas 
tric ulcers, or cases in which the ulcer has invaded 
passed the pylorus into the stomach wall are not considered 
in this summary. 
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3. A lasting clinical cure may be expected in at least 80 
to 90% of cases treated by simple gastroenterostomy. 


Lymphatic Relations of the Appendix and the Duodeno- 
Pancreatic Region. (Les relations lymphatiques entre 
Vappendice et la région duodeno-pancréatique). Dan 
BercEANU, Bucharest. Revue de Chirurgie. No. 5, 
1924. 

Berceanu working under Gerota demonstrated that. the 
appendicular lymphatics course along the mesenteric ves- 
sels and empty into the right colic trunks behind the pan- 
creas. Along the efferent lymph vessels there are inter- 
posed three groups of glands, the inferior or ileo-cecal, the 
middle or mesenteric, and the superior or pancreatico-duo- 
denal glands. In no case did these vessels drain into the 
region of the gall-bladder and this mechanism cannot be 
used to explain the coexistence of appendicular and gastric 
or gall-bladder pathological conditions. 

Surgery of the Biliary Tract. (Chirurgie des voies bili- 
aires). Victor Paucuet, Paris. -L’Echo medical du 
Nord. May 31, 1924. 

The author observes that those patients who shortly 
after operation show a mild grade of icterus and then 
develop the signs of a high grade intoxication which leads 
to ultimate death are the victims of hepatic shock. This 
is brought about partly by the ether anesthesia and partly 
by the noci-association. To combat this the author advises 
using nitrous oxid anesthesia with local analgesia, preven- 
tion of dehydration by exhibiting fluids subcutaneously, 
rectally and by mouth, the avoidance of all unnecessary 
handling, and the performance of transfusion before opera- 
tion. 

In the question of cholecystectomy versus cholecystotomy, 
the writer performs the ectomy only on definite indications 
because he believes that the indiscriminate removal of the 
gall-bladder with the consequent dilatation of the common 
duct predisposes to the formation of common duct stones. 


The Incidence and Significance of Urogenital Symp- 
toms in Gynecologic Patients. Watter T. DANnN- 
REUTHER, New York. The American Journal of Ob- 
stetrics and Gynecology, July, 1924. 

Dannreuther concludes: 

1. A study of 600 consecutive private case records indi- 
cates that approximately 20 per cent of gynecologic patients 
will require a cystoscopic examination to establish a diag- 
nosis, 

2. About 15 per cent of gynecologic patients have some 
definite lesion of the urinary tract. 

3. Many patients are deprived of prompt relief from 
symptoms because so many practitioners are willing to treat 
a woman for “cystitis,” without actually demonstrating an 
inflammation of the bladder. 

4. It is imperative for the gynecologist to have a working 
knowledge of cystoscopy. 

5. All gynecologic patients should be catheterized on their 
first visit. 

6. Valuable information can be obtained by the inspection 
of freshly catheterized urine. 

7. A renal function test should be done before most 

ective gynecologic operations. 

8. Pyelitis occurs frequently in women, and is often 
overlooked. 

9. Fever is conspicuous by its absence in all cases of in- 
fammation limited to the bladder. 

10. In a small proportion of cases only urinary symp- 
toms are caused by pelvic lesions, without coincident disease 


‘of the urinary tract. 
11. Cases are encountered occasionally in which the urin- 


ary symptoms are due to causes remote from the urinary 
pelvic organs. 
12. No urinary symptom, or symptom-complex, is pathog- 
fomonic of anything. The diagnosis rests almost entirely 
upon the objective evidence. 
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The Use of Sacral Anesthesia in Urological Surgery. 
Gustav KotiscHer, AtFrep E. Jones and 
ScHNETZER, Chicago. The Urologic and Cutaneous Re- 
view, July, 1924. 

Sacral anesthesia comprises all the advantages of spinal 
anesthesia without its dangers. Sacral anesthesia is under- 
stood to be the injection of a local anesthetic by the epidural 
method and is not to be confounded with the so-called high 
or deep sacral anesthesia of the para-sacral method. 

This sacral anesthesia is limited in its usefulness to the 
lower genito-urinary tract. In suprapubic cystotomy in order 
to secure total analgesia, the abdominal coverings have to be 
anesthetized by local infiltration. 

In the authors’ experience it was never necessary to use 
more than 20 cc of a 1% novocain or procain solution, to 
which is added one-quarter of a milligram of suprarenin. 

It is very important that in each instance the solution 
should be freshly prepared and sterilized by boiling in the 
waterbath. 

For the injection the patient is placed on one side with the 
hip and knee flexed at right angles. The cornua of the 
sacrum are located by palpation. In the center of an imagi- 
nary line running between the cornua with a fine needle and 
small syringe an intradermal injection of the solution is 
made. The small weal raised this way secures analgesia for 
the following steps: The small needle is now withdrawn 
and an eighteen gauge needle is pushed through the weal in 
an oblique direction until the needle point glides over the 
upper bony periphery of the sacral hiatus. Then the needle 
is slightly withdrawn. The distal end of the needle has to 
remain dry. The appearance of fluid at this point means 
the dural sac has been punctured. If that be the case the 
needle has to be withdrawn and reinserted. After a satis- 
factory insertion of the needle is ascertained a Record or 
Luer syringe carsying the anesthetizing solution is attached 
and the injection is started. It has to be carried on very 
slowly,—at least two minutes should be consumed in this act. 

It is paramount to watch the progress of the piston. If any 
appreciable resistance is encountered then the tip of the 
needle is misplaced. It is either within the subcutaneous 
tissue and no sacral anesthesia will be accomplished or. worse, 
it may have slipped underneath the periosteum, at which loca- 
tion an injection will cause considerable distress without pro- 
ducing the anesthesia desired. 

There is no mortality in a properly administered sacral 
anesthesia. 


A New and Early Sign of Ruptured Bladder. Rocer T. 
VaucHN and Dorrtn F. Ruvupnicx, Chicago. The 
Journal of the A. M. A., July 5, 1924. 

Roger T. Vaughn and Dorrin F. Rudnick inject air into 
the urinary bladder which allows a postive early diagnosis 
of vesical rupture by the roentgen ray, and therefore should 
diminish mortality substantially. The method differentiates 
between intraperitoneal and extraperitoneal rupture, allowing 
the surgeon to avoid opening the peritoneal cavity in extra- 
peritoneal ruptures, in which it is best for the peritoneum 
to remain intact. Thus far the authors have no reason to 
believe that this procedure carries any added risk to the 
patient either from air embolism or from infection, if used 
with ordinary asepsis and clinical judgment. It adds no dis- 
comfort to the patient. Four cases are reported. 


Diabetic Gangrene Cured by Foreign Protein Therapy. 
(Diabetische Gangran durch Proteinkorpertherapie ge- 
heilt.) Gustave Sincer, Vienna. Wuener Klinische 
Wochenschrift, June 19, 1924. 

Singer reports three cases of severe diabetic gangrene 
of the extremities healed by the use of intramuscular injec- 
tions of caseosan.. This treatment combined with the usual 
dietetic treatment resulted in a cure of the surgical as. well 
as a marked improvement in the medical condition. No 
insulin was used. 


Roentgen Therapy of Acute Pyogenic Processes. (Die 
Roentgenstrahlenbehandlung der akuten Eiterungspro- 
zesse). Leopotp Freunp. Wiener Klinische Wochen- 
schrift. June 12, 1924. 

reund contends that this form of therapy is by no 
means new, that it had been previously applied to the treat- 
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ment of pyogenic skin conditions as well as other pyogenic 
processes and that the treatment gives no certain prospect 
of cure. Recurrences of the initial condition are fairly fre- 
quent and this form of therapy is to be looked on as an 
adjuvant to proper surgical treatment rather than as an 
independent therapeutic measure. The x-ray operates by 
sunnulating the growing and healing capacities of the cells. 


Automobile Battery Burns of the Eyes and Adnexa— 
With Case Reports. Maurice C. Loree, Lansing, 
Mich. The Journal of the Michigan State Medical So- 
ciety, July, 1924. 

The high explosive combustibility of free hydrogen mixed 
with air in the presence of a burning match, cigar, or any 
other flame, as illustrated by the author’s case reports, is the 
important etiological factor in automobile battery burns. 


. Each wet cell battery used in connection with the self-starter 


in the greater majority of automobiles consist of zinc or lead 
plates or a combination of them immersed in an acid dilu- 
tion. As a rule sulphuric acid diluted with distilled water 
is used. The electrolytic reaction between the plates and 
acid dilution liberates free hydrogen which in the form of a 
gas escapes through the small vents at the top of the battery. 
The greatest danger arises in examining a recently charged 
battery in the presence of a flame. Nevertheless, every au- 
tomobile battery is potentially dangerous since the small 
vents at the top of the battery may become closed with 
detritus, allowing the gas to collect in the top of the cell. 
If the cells are uncapped in the presence of a flame either 
during or after the motor is in action, the accumulated gas 
mixed with air explodes, throwing the acid into the indi- 
vidual’s face and eyes. 

The nature of the burn at this time depends upon the con- 
centration of acid dilution and the length of time the acid is 
in contact with the tissues of the eye. Weak sulphuric acid 
dilution produces as a rule hyperemia of the conjunctivae 
without loss of tissues, while stronger solutions if allowed to 
remain in contact with the tissues of the eye denude the 
corneal and conjunctival epithelium. Concentrated sulphuric 
acid produces deen subconjunctival necrosis, resulting in 
complications which vary according to the parts of the eye 
involved and the resu'ts of cicatrization. 


Book Reviews 


Operative Surgery. Covering the Operative Technic In- 
“ «volved in’ the Operaticns of General and Special Sur- 
gery By Warren Stone BickHam, M.D., F.A.CS., 
New York City, Former Surgeon in charge of General 
Surgery. Manhattan State Hospital, New York, Former 
Visiting Surgeon to Charity and to Touro Hospitals, 
New Orleans, etc. In six octavo volumes totaling ap- 
proximately 5400 pages: 6378 illustrations. Separate 
Des‘: Index volume. Volume IV ; 842 pages; 772 illus- 
~~ trations. Philadelphia and London: W. B. Saunpers 

Company, 1924. 

_In ‘words of praise no stronger than it amply deserves we 
‘attempted ‘to give some conception of the beauty. complete- 
néss, and admirable features of this monumental and emi- 
nently helpfil work, in: connection with the appearance of 
the first three volumes (The Journat, April, 1924). 

_This .volume, which carries. the. number of splendid. spe- 
cially drawn illustrations to 4032, concludes the operative 
‘surgery of the thoracic organs and the diaphragm and de- 
scribes the typical operations upon the ebdomino-pelvic walls, 
herniae of .the intestinal tract, the peritoneum, the omentum 
and .mesentery, the .stomach, the pancreas, the spleen, the 
liver, aall-hladder and biliary ducts, (general operations up- 
‘on) the intestines,.and the appendico-cecal tract. 

Those who, possessing themselves of ‘the. first three vol- 
‘times. have looked forward to -this one, will find no. cause 
for disappointment. 


“The Diseases of the Breast. By Wmrimorr H. Evans, 


B.S.. F.R.C.S., Consulting Surgeon 

to’ the Royal Frée Hosnital. Octavo; 495 pages; 106 

illustrations. London: THe University or Lonpon 
Press. 1923. 

-"' "This volume might well head the list of books for the 
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physician’s summer reading. It is extremely well written Tw 
in an easy flowing style. While the volume gives the 
reader a certain sense of lack of profundity, the author 
presents a logical and easily comprehensible system of 


breast pathology. The subject matter is divided into numer. _X 
ous small chapters lucidly and interestingly discussed. More 1s U 
than one half of the volume is devoted to a consideration ness 
of tumors of the breast, and fully one hundred and fifty ical 
pages to the treatment of carcinoma. In discussing the of g 
etiology of carcinoma the author mentions the classically treat 
accepted predisposing causes but comes out flat-footedly in cog 


favor of the parasitic theory of the disease. He says “the 


parasitic theory of the origin of malignant disease is the . 
only one which can offer an adequate explanation of all cE 
the phenomena to which a malignant growth gives rise.” OD 
He contends that to explain the phenomena of a malignant ‘ fs 
growth the presence of an intracellular parasite which co oh 
secrets a cell stimulating substance must be postulated. 
Such an hypothesis would “explain the great local tendency type 
to multiplication.” “The phenomena of the invasion of the blass 
neighboring lymph glands would be explained by a lymphatic plain 
embolism by some of the diseased cells.” “It may well be in ga 
that the different varieties of malignant growths are due trectc 
to different varieties or strains of the infecting microbes tality 
exactly in the same way as the various forms of malaria stoma 
are caused by varieties of the plasmodium malariae.” Ex- Th: 
cept for this rather bold statement of personal opinion, the surge 
author is moderate in his presentation. lished 


The Principles and Technique of Oral Surgery. By ob 
Apotpn Bercer, D.D.S.. Assistant Professor of Oral essay 
Surgery, School of Dental and Oral Surgery, Colum- itd 
bia University; Chief of Clinic, Oral Surgery Depart- Goite: 


ment, Vanderbilt Clinic; etc. Octavo; 450 pages; 355 i, al 
engravings. Brooklyn: DentaL Items oF Bi 
PuspLisHING COMPANY, 1923. th 
This is a book that the general, no less than the dental, by 
surgeon may read with profit. Indeed, we would commend it II 
as a practical guide in a field in which the general text- a PA 
books of surgery discuss the topics but briefly or not at all, § © DeQ 
and in which they can scarcely be expected to supply the readers 
details of technics here furnished. It is not intended as § 4PPear: 
an elaborate, nor even as a complete treatise on oral sur- Englist 
gery, such as the monumental work of Brophy. It is, on the 
however, a practical exposition of the diagnosis, essential ology « 
pathology and operative treatment of the common affec- velopm 
tions of the mouth, the mandible and the sinuses that require of the 
surgical intervention. It is richly embellished with ad- the aut 
mirably clear original photographs, roentgenographs and § two-col 
drawings; and the instructions in method and technic areg ™ his t 
equally clear. 
Lehrbuch Der Urologie' Und Der Chirurgischen Krank- 
heiten Der Miannlichen Geschlechtsorgane. Von A Desc 
Proressor Dr. Hans Chirurgischer Chef- 
arzt am Inselspital in Bern. Octavo; 546 Seiten; 18 BER 
Textabbildungen. Berlin: Jurrus SPRINGER, 1924. Offi 
Wildbolz’s new work on the surgical diseases of the page 
urinary ‘system, completed under the stress of the post§ Wor 
bellum depression in Germany, is a work of outstanding§ This. ; 
merit. Prepared primarily for the use of. the general prac: atlases - C 
titioner, there is much in the volume to attract the attention their pre 
of the specialist. Comprising as it does the accumulated outline o 
experience of twenty-five years work in this special except f 
the book is a storehouse of clinical information. The Pretation 
ject matter is that usually considered in similar text-books . The rc 
of .urology but with a wealth of clinical material and a8 Useful fo 
thoroughness of pathological description and illustration thatf devoted t 
puts this volume in a category of its own among wo localizatic 
of this sort. The whole subject of medical diseases of tadiograp 
‘kidney is somewhat sketchily handled as is the question off tires ‘of | 
gonorrhea. The surgical affections however, are treate the’ recog 
-corprehensively and interestingly. In discussing the of ‘some 
ous diagnostic procedures used in renal tuberculosis, joints. © 


bolz indicates that his urine test is to be accepted with @i'seems 
great deal of reserve. The book on the whole should Make: his 
a: welcome addition to the literature in this interesting fiel@jentiating, 
There are many excellent colored plates. 
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Two Lectures on Gastric and Duodenal Ulcer. A Record 
of Ten Years’ Experience. By Sir BerKetEy Moyni- 
HAN. Duodecimo; 48 pages. New York: Witt1aM 
Woop & Company, 1923. 

Medical treatment of chronic gastric and duodenal ulcer 

is unsatisfactory. There are ever recurrent attacks of ill- 
ness. Moreover, the usual “alkaline” treatment is quite illog- 
ical because frequently there is a normal or subnormal acidity 
of gastric contents, which would suggest, perhaps, that “acid” 
treatment might be indicated. The radiologist is the greatest 
aid to the surgeon in diagnosis, but a careful history will also 
be of prime importance. There are two types of ulcer, gas- 
tric and duodenal, and the term juxtapyloric should be aban- 
doned, because it is the result of poor observation on the 
part of the surgeon. 
_ During the past ten years Moynihan has had 718 cases at 
operation, 531 duodenal, 164 gastric, and 23 of both. The 
operation of choice for duodenal ulcer is gastroenterostomy 
or some form of gastroduodenostomy when the position and 
type of ulcer permits. Ninety per cent of patients of this 
class are perfectly well. and of the remainder the com- 
plaints are not severe. Gastroenterostomy is contraindicated 
in gastric ulcer for which the operation of choice is gas- 
trectomy, preferably of the anterior Polya type. The mor- 
tality of gastrectomy has been 1.6%. In the past 500 or more 
stomach operations there has been no death. 

That is a bare outline of the astounding results in gastric 
surgery. They are probably the best that have been pub- 
lished and indicate real greatness in surgery. Moynihan 
has another attribute of greatness, that is his literary style, 
which lifts this statistical record to the high level of an 
essay. 


Goiter. A Contribution to the Study of the Pathology 
:, and Treatment of the Diseases of the Thyroid Gland. 
By F. pe Quervain, Professor of Clinical Surgery in 
the University of Berne. Translated from the French 
by J. Snowman, M.D., M.R.C.P. Octavo; 247 pages; 
118 illustrations. New York: Witt1am Woop & Com- 
PANY, 1924. 
-’ DeQuervain’s work in thyroid diseases was familiar to 
readers of, especially, German surgical literature before the 
appearance, in French, of the work of which this is the 
English translation. It is a condensed and readable treatise 
on the surgery of goiter. The gross and microscopic path- 
ology of the various types of goiter is discussed, the de- 
velopment of thyroid surgery is outlined, and the technics 
of the accepted types of thyroidectomy, as performed by 
the author, are well described, and illustrated with good 
two-color drawings. DeQuervain employs local anesthesia 
in his thyroid surgery and. describes its induction. A clas- 
sified bibliography occupies an appendix of more. than 
twenty pages. 


A Descriptive Atlas of Radiographs of the Bones and 
‘Joints: for Students and Practitioners. By A. P. 
Bertwistte, M.B., Ch.B. Leeds, Resident Surgical 
- Officer, General Infirmary at Leeds. Octavo; 108 
pages; 299 roentgenographs. New York: WitiiAmM 

~ Woop & Company, 1924. 
_ This is a welcome addition to the none too ‘numerous 
atlases: of skeletal ‘radiographs. Its distinctive feature is 
their presentation as “silhouette radiographs” indicating the 
outline of the skin. This increases their attractiveness but, 
except for the novice, adds little or nothing to the inter- 

pretation of the picture. 
The’ roentgenograms of’ normal bones and epiphyses are 
useful for comparison. In this part and in the larger part 
devoted to fractures are described a method of radiological 
localization of the skull. The next two parts contain 129 
radiographs of diseases of the bones and joints. The pic- 
tures of ‘bone tumors are rather few—too few to indicate 
the recognition of various types. The same may be said 


ig of some of the inflammatory affections of the bones and 


joints. “Opposite each picture is a brief description. Here, 
it'seems to us, the author has missed the opportunity to 
Make his atlas of value in pointing out the features differ- 
‘tntiating, radiographically, the various benign and malig- 
fant tumors, syphilis, tuberculosis; and certain phases of 
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chronic osteomyelitis. The last part contains some miscel- 
laneous pictures, some of which (e.g., foreign body in the 
esophagus) do not belong to a bone and joint atlas. 

The radiographs are all clear and well reproduced. The 
atlas will prove of service to the student and general prac- 
titioner, for whom it is intended, and for the beginner in 
“-ray_ interpretation. 


Tuberkulose Der Knochen und Gelenke. Von Proressor 
Dr. MED. F. OEHLECKER, Leiter der I. chirurgischen 
Abteilung des Krankenhauses Hamburg-Barmbeck. 
Octavo; 405 seiten; 356 abbildungen. Berlin: Ursan & 
SCHWARZENBERG, 1924. 

This volume is the result of the author’s extensive experi- 
ence and experimentation together with a comprehensive re- 
view of the work done by others. Apparently his material 
has been enormous, due in a large measure to the havoc of 
the late war which produced cripples of soldiers, and non- 
combatants at well, through poor nourishment and poor 
social conditions. The greater part of the book is taken up 
with a consideration of the disease of the bones and joints 
ad seriatim and with special treatment of the specific bones 
and joints diseased. The section of treatment in general is 
comprehensive, including a detailed description of sun and 
light and other means of physiotherapy, as well as surgical 
and orthopedic treatment. Even the notorious turtle serum 
of Friedmann is discussed. This will be read with surprise 
by Americans, but in Germany this serum still has a place, 
though limited, in the treatment of tuberculosis. Neverthe- 
less, the book is an excellent one. 


International Clinics. . Volume 2. Series 34, June, 1924. 

Philadelphia: J. B. Lieprncotr & Co. 

The last volume of the International Clinics contains 
among others several very interesting surgical articles. 
Brickner has contributed a good discussion of “Certain 
Affections of the Shoulder and Their Management” in which 
the necessity for abduction and his easy and practical meth- 
od for accomplishing this are described. 

Ravdin contributes a “Clinic on Acute Appendicitis.” 
There is a good discussion of the various types of pain 
noted in appendicitis and their relation to the pathological 
findings. The highest mortality rate occurs in the cases 
where the inflammatory process has involved the contagious 
structures. Though he mentions the suggestions of Narat 
for the use of intraperitoneal hypertonic glucose, and of 
Costain for the drainage of the thoracic duct in the neck 
in cases of generalized peritonitis, he still employs the well- 
recognized procedures of Murphy, Clark, Ochsner and 
Crile. 

In the “Treatment of Brain Injuries” Green emphasizes 
again the fact that injuries to the skull are serious only in 
so far as they connote an injury to the brain. It is on the 
appearance of symptoms of brain injury that the question 
of interference hinges. During the stage of shock’ the 
patient is to be treated as any other case of surgical shock. 
If the patient cannot combat shock no other manipulations 
of any sort should be attempted. During the first 48 hours 
rest, opiates and spinal puncture repeated at 12 hour inter- 
vals. should be attempted. If the signs of intracranial pres- 
sure increase or if there should be a sudden increase ‘in 
the pulse rate indicating medullary compression, immediate 
decompression is indicated. The administration of thyroid 
by diminishing the secretion of spinal fluid occasionally ma- 


terially improves the condition. 


Ashhurst has contributed a very fine clinic on osteomye- 
litis From a careful consideration of the pathology, he ad- 
vocates nothing more than an extensive laying open of the 
involved medullary cavity, in the first or acute stage. The 
surgeon must therefore be ‘careful not to injure the delicate 
endosteum. The second stage operation, performed from 
8 to 12 weeks later, consists in a removal of the sequestrum 
with either a saucering of the cortex to permit the ingrowth 
of the soft parts or a filling of the cavity with the iodo- 
form. bone-wax of Mosetig-Moorhof. Brodie’s and the so- 
called Markoe’s bone abscess are treated by Brickner’s 
method. or by drainage and obliteration of the cavity either 
by saucerization or by the iodoform bone-wax method: 
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1923 Collected Papers of the Mayo Clinic and the Mayo 
Foundation. Edited by Mrs. W. H. Metzisn. Volume 
XV. Octavo; 1377 pages; 410 illustrations. Philadel- 
phia and London: W. B. Saunpers CoMPaANy, 1924. 

The 1923 volume, issued last month, represents a departure 
in the recent Mavo republication policy. In the past few 
years there have appeared two volumes annually: one con- 
tinued the “Collected Papers of the Mayo Clinic,” the other 
contained a collection of papers from the Mayo Foundation. 
Last year these two volumes covered more than 2100 pages; 
yet more than fifty papers were omitted. This year the pub- 
lications of both the Clinic and the Foundation are combined 
into a single volume; yet the total of republished matter is 
considerably reduced, several of the articles of limited in- 
terest being merely abstrated or republished only. by. title. 

The volume includes not onty papers published in print in 
1923, but also those delivered during that year. Thus the 
article by Meeker and Hundling on Local Anesthesia in 
Operations on the Neck appears simultaneously in the June, 
1924, issue of Surgery, Gynecology and Obstetrics. 

To Mrs. Mellish is no doubt due the uniformly excellent 
literary quality and stylistic accuracy of Mayo publications. 
Her editorial work in this compilation leaves nothing to be 
desired. 

Artificial Limbs. Appliances for the Disabled. © By 
Dr. Frorent Martin, Director of the Technical and 
Scientific Institute of Artificial Limb Fitting, Brussels. 
Octavo; 300 pages; 526 illustrations. Geneva: INTER- 
NATIONAL OFFICE, 1924. 

This important publication represents an intensive 
study of artificial limbs made by Dr. Florent Martin 
with the cooperation of various official organizations and 
with that of numerous disabled men. It is representa- 
tive of the advances made through the war in this im- 
portant branch of prosthetics. The many illustrations 
and the descriptive matter indicate clearly the various 
types of artificial limbs and the advantages and disad- 
vantages of each. The object of the publication is the 
general dissemination of information on this subject and 
it is therefore not purely scientific in character. It will 
serve to inform anyone needing an artificial limb for any 
given mutilation of the conditions which should be 
fulfilled by the appliance and the various types made 
in different countries. 

Radiodontia (Dental Radiography and Diagnosis). 
Questions and Answers. By Howarp Riey Raper, 
D.D.S., Formerly Professor of Radiodontia, Materia 
Medica and Operative Technic, and Junior Dean, Indi- 
ana Dental College. Author of “Elementary and 
Dental Radiography” and “Electro-Radiographic Diag- 
nosis.” Octavo; 181 pages; illustrated. Brooklyn, 
New York: Denrat Items or INTEREST PUBLISHING 
CoMPANY, 1923. 

Raper’s book on the technic of x-raying the teeth con- 
tains information which physicians must use in the inter- 
pretation and judgment of the work of their dental col- 
leagues whenever the teeth are considered as a possible 
focus of infection. This book emphasizes the importance of 
correct interpretation of radiograms at suitable angles, and 
points out to the uninstructed the common pitfalls. Stress 
is placed on the importance of numerous films at different 
angles and the possible errors in the usual ten-film survey 
are shown. In spite of its careless writing and occasional 
misprints, the book is of value to those taking films of the 
teeth and to all interested in the study of acute and chronic 
sepsis. 

A Manual of Histology. By Henry ErpmMann Rapasca, 
M.Sc., M.D, Professor of Histology and Embryology 
in the Jefferson Medical College. Second Edition. 
Octavo; 621 pages; 333 illustrations. Philadelphia: P. 
Biakiston’s Son & CoMPANY, 1924. 

The second edition of this well-written text-book of 
histology differs but slightly from the first. A number of 
new illustrations have been added and the chapter on 
blood has had numerous additions. A slight attempt has 
been made to discuss the physiology of certain organs in 
the light of their normal structure. 
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Management of Diabetes. Treatment by Dietary Reguy- 
lation and the Use of Insulin By Georce A. Harrop, 
Jr., M.D., Associate in Medicine, College of Physj- 
cians and Surgeons, Columbia University and Assistant 
Visiting Physician, Presbyterian Hospital, N. Y. Duo- 
decimo; 176 pages. New York: Paut B. Hoknzr, 
1924. 

The employment of insulin and the intelligent manage- 
ment of diet have largely robbed the serious surgical com- 
plications of diabetes of their terrors. With these aids 
scientifically administered the surgeon may do his work, 
even in threatening conditions, with far less fear that opera- 
tion and anesthesia will be promptly followed by increasing 
acidosis, coma and death. So common are the surgical com- 
plications of diabetes, and so directly are they related to 
the ailment, that diabetes may be regarded, to that extent, 
as a surgical disease. It behooves the surgeon, therefore, 
to understand, if, indeed, he may not himself be called 
upon to direct the insulin treatment and dietetic manage- 
ment of his patient. 

Such an understanding he may acquire from this small 
manual, based upon courses of instruction given to 600 
practitioners at the Presbyterian Hospital, New York, dur- 
ing the year 1923. It describes concisely the derangements 
of metabolism in diabetes, the rationale and the administra- 
tion of insulin, chemical tests of blood and of urine, and 
the selection, preparation and measurement of foods for 
various grades of sugar tolerance. 


The Operating Room. Instructions for Nurses and Assis- 
tants. By the Starr or St. Mary’s Hospirat, Roch- 
ester, Minn. Duodecimo; 165 pages; 144 illustrations. 
Philadelphia and London: W. B. Saunpers Company, 


1924. 

This Ceeta little manual is developed from one printed in 
1920. It describes the Mayo operating room methods in 
general, the duties of the nurses and orderlies therein, the 
preparation of supplies and instruments (which might have 
been more detailed) and the instrumentarium and other re- 
quisites for each type of operation. The instructions are not 
always precise, e. g., we read that knives are put in carbolic 
solution and the skin is painted with iodine, but the strengths 
are not stated. The manual may well be used as a helpful 
guide to teaching and technic in other hospitals. 


The National Health Series. Food for Health’s Sake: 
What to Eat; by Lucy H. Gmett, A.M. Taking Care 
of Your Heart; by T. Sruart Hart, M.A., M.D. The 
Quest for Health: Where It Is and Who Can Help 
Secure It; by James A. Tosey. The Human Ma- 
chine: How Your Body Functions; by Witt1am H. 
Howett, Ph.D. M.D., LL.D., ScD. The Young 
Child’s Health; by Henry L. K. SHaw, M.D. Love 
and Marriage: Normal Sex Relations; by THomas 
Watton Gatitoway, Ph.D., Litt.D. The Expectant 
Mother: Care of Her Health; by Rosert L. DeNor- 
MANDIE, M.D., F.A.C.S. The Venereal Diseases: 
Their Medical, Nursing, and Community Aspects; by 
FreeMAN Snow, M.D. Tuberculosis: 
Nature, Treatment, and Prevention; by Linsty R. 
Wuuiams, M.D. Edited by THe Nationat HEALTH 
Counci. 18 mo. brochures. New York and London: 
Funk & WaGNALLS CoMPANY, 1024. 

These are a part of the admirable 20-volume series of 
booklets on health subjects. written by authorities for popular 
reading. The titles sufficiently indicate the contents. The 
small books, in flexible covers, can be purchased singly or 
as a series; and they may well be recommended by physi- 
cians to their patients. 


Transactions of the American Proctologic Society. 
Twenty-Fourth Annual Session, Los Angeles, Calif. 
Octavo; 89 pages. New York: Paut B. Hoeser, 1924. 

Noteworthy in this volume are papers by Frank C. Yeo- 
mans on amputation for prolapse, one by Jos. F. Montague 
on Bacteriological Research of Pruritus of the Perineum, the 
facts of which are included in his recent monograph. and one 
by Alfred J. Murrieta on Sacral Anesthesia. An interesting 
suggestion is the use of injections of dilute solutions of 
hydrochloric acid 1-2000 in pruritis. 
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A Reliable, Non-Narcotic Means 
of Simultaneously Effecting Pronounced 
Analgesic and Sedative Action 


For the Symptomatic | 
Treatment of 
“HEADACHES” 


Climacteric Disorders, B LCAgs 


Nervous Conditions, 
Hysteria, 

Mental Exhaustion | 
from overwork, 
Migraine, Hemicrania, 
Eye-strain. Tins of twelve — Bottles of one-hundred 


Furnished in 3-grain Tablets 


Information and Trial material from 


SCHERING & GLATZ 


150 Maiden Lane, 
New York 


The Trade Mark “PERALGA” is registered 
the U.S. Pat. Off. under No. 160960. 


A Material Aid in the 
Management of 
Dysmenorrhea, 
Menorrhalgia, 
Locomotor Ataxia Pains, 
Acute Gall-Stone Attack, 
Malignant Tumor Pains, 
Traumatic Pain, post- 
operative, or from injury, 
Drug Addiction, 
Insomnia, due to pain. 


Manuf. Laboratories, 
Bloomfield, N. J. 


FCUNE SAFE SEDATION 


In practically all cases in which a sedative 
Is indicated, the item of safety is highly im- 
portant, and is really the point upon which the 
choice of a sedative depends. The next point in, 


importance is that of efficiency. 
The choice of 


PASADYNE 


(DANIELS CONCENTRATED TURE) 
OF PASSIFLORA INCARNATA 


settles both questions. While therapeu- 
tically potent, (Daniel) is non- 


depressing and no habit-formation need 


be feared. 


‘What more could be demanded of a sedative? 
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On the Mode of Transmission of the Streptococci As- 
sociated with Tonsillitis. A. L. BLooMFieLp and A. R. 
Fexty, Baltimore. Bulletin of The Johns Hopkins Hos- 
pital, April, 1924. 

Experiments are recorded and the question of mode of 
transmission of tonsillitis is summarized as follows: Aerial 
(droplet) infection plays no part, because the casual organ- 
isms are located in a region from which they are not elimi-- 
nated by this method. Furthermore, since only few and oc- 
casional hemolytic streptococci come forward into the mouth 
at all, contamination of objects even if placed in the mouth 
is relatively infrequent. Expectorated hawkings seem the 
_most probable vehicle by means of which the bacteria are 
discharged. 

Hence transmission must be by direct contact with the 
patient or with freshly contaminated objects. 

The bearings of these findings on the practical problem or 
isolation are obvious. Furthermore, if scarlet fever is final- 
ly shown to be caused by hemolytic streptococci—as seems 
quite likely—the same principles will hold in that disease. 


Lactic Acid Excretion in Cases of Carcinoma. (Div 
‘ Milchsaiure-ausscheidung bei Karzinose). K. GLOESSNER, 
Vienna. Wiener klinische Wochenschrift, April 10, 1924. 
The intravenous injection of grape sugar in special 
amounts in normal individuals or in patients suffering from 
disease other than carcinoma, produces no lactic acid in the 
urine. However, in cases of carcinoma, there is a definite ex- 
cretion of the lactic acid in the urine after the’ injection of 


sugar, and it increases as the age of the malignant tumor 
increases. This the author has shown with mice experiment. 
ally inoculated with cancer and in human beings. It is be. 
lieved that this lactic acid test will develop into a diagnostic 
aid particularly valuable in beginning carcinoma or in cases 
of differential diagnosis. 


Removal of Tonsils During the Period of Acute Infec. 
tion. CHartes T. Porter, Boston. The Boston Medj- 
cal and Surgical Journal, Thursday, April 24, 1924. 


There are two general types of peritonsillar abscess: (a) 
the supratonsillar, which is relatively safe and easily evacu- 
ated, and (b) the basilar type, easily diagnosed by enlarge- 
ment or pushing of the whole tonsil toward the midline and 
usually with some general induration noticeable on the side 
of the neck, and with slight reaction in the supratonsillar 
region. It is frequently possible, after some days have 
elapsed, to express free pus from the lower follicles on the 
affected side. 

The basilar type is very hard to drain early in the disease 
by anything short of enucleation, and waiting for it to point 
is dangerous to the life of the patient. Tonsillectomy, if 
carefully done, is not attended with grave danger to the 
patient. The time for operation is as soon as diagnosis is 
made. With marked glandular swelling following acute 
tonsillitis in children the tonsils should be removed at once. 
Porter believes it will ultimately be considered a proper 
surgical procedure to remove tonsils during an acute attack. 
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Mellin’s Food . .. . 
Water (boiled, then cooled) 


referred to by the term, 
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of skimmed milk is equal to 
employed in normal conditions. 
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The Management of an Infant’s Diet 


furnishes a suitable diet for temporary nourishment during the 
acute stages of intestinal disturbances of infants generally 


Summer Diarrhea. 
While the condition of the baby will guide the physician 


in regard to the administration of the above mixture, the usual 
custom is to feed 1 to 3 ounces every hour or two until the 
stools lessen in number and improve in character. 
mixture may then be gradually strengthened by substituting one 
ounce of skimmed milk for one ounce of water until the amount 


Mellin’s Food Co., Boston, Mass. 


A. level tablespoonfuls 


16 fluidounces 


— 


The food 


the quantity of milk usually 
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